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THE ROENTGEN OBSERVATION OF 
DUODENAL LESIONS* 
Bunpy ALLEN, M.D., 
Tampa. 

A paper on duodenal lesions without frequent 
reference to the stomach is, to say the least, im- 
practical ; therefore, references will be made to 
gastric lesions also. 

A study of the records of the Mayo Clinic 
over a period of five years by Doctor Southerland! 
bears out the statement that no other organ in 
the human body has been accused of so many 
disorders which it never had, as has the stomach. 
During the five-vear period 19.6 per cent of the 
total number of patients registered were referred 
for roentgenologic examination of the stomach 
and duodenum. In 70 per cent of these cases the 
roentgenologic data were negative. 

A brief survey of the history of duodenal 


ulcer reveals some interesting points. 





a 
Fig. 1—Artist’s Drawing. Mucous Surface of Ulcer 
on Anterior Wall of Duodenum. (George & Leonard). 


According to Robertson and Hargis casual 
mention of this disease entity was made by de 
Muralto in 1688. Careful scanning of the litera- 
ture failed to reveal any comprehensive study 
prior to the work of Krauss in 1865. In 1914 a 
signal advance was made when Cole called atten- 
tion to the bulbar deformity of the duodenal cap. 
Previous to this time the diagnosis of duodenal 
ulcer was based on various combinations of in- 





direct roentgenologic signs—always in conjunc- 


tion with the clinical diagnosis. 





*Read before the 55th Annual Meeting of the Florida 
Medical Association, Tampa, April 3, 4, 1928. 
‘Radiology, Feb., 1927, page 111. 


Morbid Anatomy and Pathology.—Ninety per 
cent of gastric ulcers are found at the pyloric 
end ; nearly all duodenal ulcers are in its first or 
ascending portion, and more than one-half ex- 
tend up to or within three-fourths of an inch of 
the pylorus, while twenty per cent involve the 
margin of the pyloric ring ( Mayo). 

W. J. Mayo was among the first to recognize 
that duodenal ulcer exists in two forms: the in- 





Fig. 2—Duodenal and Gastric Ulcer. 


durated, calloused ulcer which can be seen and 
felt from the serosal surface, and the nonindu- 
rated ulcer which cannot be seen from the out- 
side, cannot be palpated, and is, indeed, recog- 
nized with difficulty even with the intestine 
opened, since its site is sometimes marked by 
only a minute abrasion of the mucosa. 

The Peptic Ulcer, Gastric and Duodenal.— 
The round, perforating, simple or peptic ulcer is 
usually single and occurs in the stomach and in 
the duodenum as far as the papilla. They may 
be multiple. The ulcers may be pin point or 
large; some have been reported to be 6x8 cm. 
in size. 

Duodenal ulcer, as shown by the records of the 
Mayo Clinic, is the most common of all lesions 
seen roentgenologically in the alimentary tract. 
As determined by the roentgen ray, duodenal 
ulcers occur more than nine times as often as 
gastric ulcers, and more than four times as often 
as gastric carcinoma. 

Complications —Hemorrhage and perforation 
are the most serious complications; these oc- 
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curred in 28.1 per cent of 1,871 cases collected 
by Musser. Duodenal perforations occur oftener 
than gastric perforation ; the proportion is about 
four to one. 

The diagnostic sign obtained by the X-ray in 
the examination of ruptured duodenal or gastric 
ulcers is the presence of gas between the dia- 
phragm and the liver. The gas may not always 
be demonstrated ; however, the gas is probably 
present in practically all cases. The reason that 
the demonstration is not always made is due to 
the fact that in many cases the patient is not in a 
condition to be easily examined in the proper 
position. Virtually all patients with a ruptured 
ulcer may be observed on a tilting fluoroscope 
without much risk. The absence of gas below 
the diaphragm does not negative the diagnosis ; 
its presence makes a presumptive diagnosis pos- 
itive. 

The roentgen observation of gastric and duo- 
denal lesions must necessarily be roentgeno- 
scopic and roentgenographic. Very few, if any, 
lesions are demonstrated on the films that cannot 
be seen fluoroscopically. The fluoroscopic ex- 
amination is always the most important. 

Our attention is frequently directed to duo- 
denal lesions by the eccentric emptying of the 
contrast medium through the pyloric opening. 
Formerly much attention was paid to the rate of 
emptving. A rapid emptying rate was often suf- 
ficient to diagnose a duodenal lesion. Today this 
indirect sign is not of such material value, be- 
cause we know that the rapid rate of emptying 
may be caused by the nervous state of the patient ; 
therefore, relaxation of the patient is very essen- 
tial. Weare today depending for our diagnosis 
of duodenal lesions on what we call direct signs. 
I have reference especially to filling defects of 
the cap and elicitation of pain and tenderness on 
palpation and manipulation under fluoroscopic 
observation. A filling defect to us means a duo- 
denal lesion. However, the size of the filling 
defect does not indicate the size or severity of 
the lesion. We are unable to tell the seriousness 
of the lesion by the extent of the filling defect. A 
filling defect, however, is not always necessary 
for the diagnosis of a duodenal lesion ; a positive 
diagnosis may be made from the elicitation of 
definite localized pain and tenderness on pressure 
over the lesion area observed under the screen. 
This pain and tenderness is the most constant 
and distinct feature of duodenal ulcers. These 
examinations must be made with circumspect 
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Fig. 3—Uleer at the Pyloric Ring with a History 
of Perforation. 








Fig. 5—Duodenal Ulcer: Incisura. Type of Bulbar 
Deformity. Incisura at 1. 


care, as rupture or perforation may be induced 
by careless or too vigorous manipulation. 

Here I wish to record a new sign (I say new 
because I have been unable to find it mentioned 
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Fig. 7—Chronic Ulcer Producing Deformity at A & B. 





Fig. 8—Uleer Producing Bulbar Deformity. 
Incisura Type. 


In our literature). This sign was elicited under 
circumstances that make me believe it may prove 
of some value to us. It was found. in a number 


of patients who were clinically duodenal ulcer 


cases, but roentgenologically negative for any 
direct evidence. By direct evidence I mean fill- 
ing defect and pain and tenderness upon palpa- 
tion and manipulation. Several of them came 
to operation which proved the clinical diagnosis 
to be correct. Under the fluoroscope these pa- 
tients had no pain or tenderness upon pressure 
over the duodenal area, but were definitely sen- 
sitive to pressure in the median line just above 
the level of the pylorus. As yet I have not seen 
a sufficient number of these cases to boldly ven- 
ture a positive diagnosis upon this solitary direct 
sign, but its possible value is to me very in- 
triguing. 

Duodenal Diverticulae—These, while thought 
rare, occur more frequently than was at first 
supposed. There are no characteristic symp- 
toms from which a diagnosis can be made clin- 
ically. Professor Grant of the University of 
Manitoba injected the duodeni of all cadaverins 
brought to the dissecting room since 1922, and 
with regularity he found diverticulae present in 
two out of every twelve specimens examined. In 
the bodies examined over a period of three vears 
diverticulae were present in 16.2 per cent. Case’s 
statistics show that diverticulae of the duodenum 
were demonstrated in 1.2 per cent of ali barium 
meal examinations. The ratio of duodenal di- 
verticulitis to diverticulosis has been estimated 
as two in ten. 

Carcinoma of Duodenum.— Ewing's latest 
Pathology states, “it appears that about 4 per 
cent of intestinal carcinomas occur in the duo- 
denum. The age of incidence is much later than 
with other carcinomas, being placed at 56 years 
by Geiser. Carcinoma following duodenal ulcer 
has been recorded in ten cases.”” It thus appears 
that carcinoma implanted on duodenal ulcer is 
quite rare. Primary carcinoma of the duodenum 
is, however, not uncommon. 


DISCUSSION. 
Dr. Robert B. Baldwin, Tampa: 

Dr. Allen’s splendid paper has covered the 
subject so well very little is left for me to dis- 
cuss. I desire, however, to touch briefly on a 
condition which is fairly common. Probably alt 
roentgenologists have at one time or another had 
the unpleasant experience of finding a bulb which 
did not fill properly, vet the deformities were 
constant in neither size nor location, so the ques- 
tion of periduodenitis naturally arises. 

This condition interests the surgeon because 
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the treatment is in his hands. It is of impor- 
tance to the internist as it explains some of the 
cases Of duodenal syndrome which do not re- 
spond to ulcer treatment. In many of these 
cases, the pain occurs twenty to thirty minutes 
after eating and continues during the period the 
duodenum is filled. To the roentgenologist it is 
of marked importance and requires careful study, 
as it may serve to prevent unnecessary surgery. 

It is urged that doubtful cases be re-examined 
one or more times before a laparotomy is done. 


Dr. O. O. Feaster, St. Petersburg: 

In considering this area | think that a very 
thorough X-ray study of the entire gastro-intes- 
tinal tract is essential. So often we see patients 
on whom clinical diagnoses of peptic ulcer have 
been made that fail to show this lesion when 
X-rayed, but definite evidence is found of trouble 
in the gall-bladder or appendix. Some time ago 
I studied a patient with a definite clinical history 
of peptic ulcer of twenty years’ duration with- 
out being able to find any evidence of gastro- 
intestinal pathology, whereupon his surgeon re- 
moved some old hemorrhoids with complete re- 
covery. 

As to Dr. Allen’s new sign, I have been im- 
pressed with the number of patients who seem to 
be tender in the epigestrium, so much so that 
this is the first place I palpate. In the majority 
of cases the patient feels that you have at once 
located some of his trouble, with the result that 
confidence is established and cooperation is as- 


sured. 


Dr. F. K. Herpel, West Palm Beach: 

There are many interesting features both in 
the paper and the discussion which one could 
talk upon at great length, still leaving the subject 
uncovered. Nevertheless, we should know a few 
things that might be stressed briefly without 
going into too much detail. Dr. Allen’s state- 
ment that fluoroscopic examination is most im- 
portant need not be mentioned more than to 
stress its importance and extreme value as com- 
pared with the film examination. 

Rupture of an ulcer during roentgen exam- 
ination is a catastrophe, nevertheless it will 
occur with any one who has a large practice in 
gastro-intestinal roentgenology. I have had one 
in the course of several thousand examinations, 
in which the major portion of the patients were 
under par physically. When such an event hap- 
pens one should be on the alert and act quickly. 








Fig. 10—Chronic Ulcer with Deformity at A & B. 





ers: 


Fig. 11—Chronic Ulcer Producing Obstruction with 
Adhesions at A and B. 





In the patient which I have mentioned, the rup- 
ture occurred during screen examination in a 
man who was up and about his work, in fairl) 
good health, who left his office to have the ex- 


amination. 
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Fig. 12—Ulecer at Junction of the Transverse and 
Descending Duodenum with Adhesions. 





Fig. 13—Duodenal Ulcer, Postoperative Obser- 
vation. Note the marked Peristalsis with- 
out Passage of Barium Centent. 





Fig. 14—Perforated Duodenal Ulcer with Gas Under 
the Diaphragm Diagnosed Fluoroscopically. 


A rather extensive deformity of the duodenum 
Was present, without material pain on deep pal- 


patory pressure over the cap. The ulcer sud- 


denly perforated, with a passage of the opaque 
meal through the opening into the abdominal 
Operation within two hours resulted in 
It is in- 


cavity. 
a normal convalescence and recovery. 
teresting to record in connection with this same 
patient that a few weeks later he was operated 
upon in emergency for an acute suppurative 
appendicitis, with an appendix just at the point 
of rupture. 

You receive requests many times about the 
value of early recheck of the roentgenologic find- 
ings, in duodenal and gastric ulcer. I think it 
is of considerable value to follow up the patient, 
but vou will be surprised in many instances to 
note practically no change in the roentgenologic 
findings, while the patient may have made an 
almost complete symptomatic recovery, with ces- 
sation of symptoms. 

Local tenderness on palpation is important. 
I believe that any active duodenal ulcer will have 
a definite localized point of tenderness on deep 
palpation, either over the defective area or close 
thereby. In the ptotic type of patient where you 
find a point of localized tenderness you are fre- 
quently unable to locate a lesion in the duode- 
num, though a rocking back. and forth of the 
duodenal contents in the second portion is com- 
monly found. On placing the patient on the 
table with the head lowered you frequently get a 
normal emptving of the duodenum. 

Someone mentioned the use of antispasmodics. 
] presume all agree that their use is necessary in 
some cases, in the attempt to get rid of the reflex 
spasticity from the appendix, hemorrhoids or 
colonic pathology. 

These papers on the duodenum have been most 
interesting from a roentgenologic standpoint, 
both Dr. Van Schaick’s and Dr. Allen's, and | 
look forward with pleasure to the following 


papers discussing the surgical viewpoint. 


Dr. L. W. Cunningham, Jacksonville: 

I would like to stress the fact that a small ulcer 
on the base of the duodenal cap is hard to find. 
We spent considerable time two or three days 
ago finding one. The chap had hemorrhaged 
several times. We were full of the idea he had 
an ulcer, but even with the knowledge and with 
careful study under the fluoroscope in many 
positions and the use of small films it was diffi- 
cult to show that ulcer. I feel at times you have 
seen cases where clinically the gall-bladder is 
ruled out who have had all the symptoms of 
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duodenal ulcer and show no deformity of the 
duodenal cap, and I believe that some of those 
are early changes in the duodenum. I have seen 
a few such cases who later on did show duodenal 
deformity. Occasionally a chronic appendix, as 
well as some other conditions, give vou symp- 
tomatology very much the same as the duodenal 
ulcer. Again I have noted the frequency with 
which duodenal ulcer and definite chronic ap- 
pendix are present, and by chronic appendix I 
mean one very markedly tender to palpation 
under the fluoroscope, one you actually see. Per- 
sonally I think that both the film and the fluoro- 
scope are of distinct value, but the biggest job is 
to get your duodenal cap to fill in some position 
where vou are not bothered with spine pressure 
or overlapping of the stomach. Film study comes 
next. Frequently you may do the biggest part 
of your work trying to get your cap where vou 


can actually see it. 


Dr. E. M. Hendricks, Ft. Lauderdale: 

The importance of the administration of anti- 
spasmodics in all roentgenological examinations 
of the gastro-intestinal tract cannot be too greatly 
stressed. They should be pushed to the point of 
full physiological action. The chief enervation 
of the entire tract is furnished through the 
coeliac plexus, an unmyelinated plexus, and a 
hodge-podge in structure when compared with 
the nice arrangement of the brain and spinal 
chord. Incoming sensory stimuli are not accu- 
rately differentiated, and as a consequence a 
stimulus from any part may result in a motor 
response from any or all other divisions of the 
gastro-intestinal system. I wish to report a case 
that illustrates this point. 

The patient was a young man, acutely ill, and 
when seen was in shock and, almost comatose. 
He had been vomiting large quantities of blood 
and complained of severe pain in the upper ab- 
domen, which was boardlike in its rigidity. Flu- 
oroscopic examination failed to disclose any sub- 
diaphragmatic gas bubble. It was decided to 
make an exploratory incision under the tentative 
diagnosis of ruptured peptic ulcer. The stomach, 
duodenum and gall-bladder were examined and 
found to be normal. After several enlargements 
of the original incision, inspecting all viscera 
encountered, the lower abdomen was reached 
and a subacute appendix was found with a fibrous 
band partially obstructing a loop of the small 
intestine. The vomiting was no doubt reflex, 








Fig. 15—Diverticulum Descending Duodenum. 





Fig. 16—Diverticulum of the Duodenum Retaining 
Barium 48 Hours. 





et & 


Fig. 17—Diverticulum—Same Case as Figure 16—Re- 
taining Tetraiodo-Phenolphthalein which was Given 
in Capsules for 72 Hours. 





and its violence had ruptured one of the oeso- 
phageal varici. This case shows to what an ex- 
tent one can be misled by symptoms due to ab- 


errant reflex action. 
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Fig. 19—Artist’s Reproduction of Post-Mortem Sec- 

tion of Carcinoma of the Transverse Duodenum— 
Figure 18, 

Jelladonna or its derivatives straighten out 
these tangles and it is my rule never to make a 
positive upper abdominal diagnosis until a care- 
ful check-up has been made while the patient is 
under the influence of one of these drugs. 

Dr. Bundy Allen (closing): 

There is ‘nothing more that I wish to add, 
unless it might be to emphasize this particular 
point: I believe that in the examination of a 
patient it is not advisable to depend entirely on 
the statement of the patient that the pressure 
does or does not produce pain. I believe that 
it is important that we note the amount of re- 
met as we make pressure over the 
Relative to making films of the 


sistance 
suspected area. 
cap, | believe that the most satisfactory way is 
to make the exposure when the patient is stand- 
ing behind the fluoroscopic screen. 


GASTRIC HYPERACIDITY: ITS RECOG- 
NITION, CAUSE AND MANAGEMENT* 
Marvin Situ, M.D., 

Miami. 

“Heartburn” or “sour stomach” is second to 
the most common gastro-intestinal complaint of 
modern civilization. It ofttimes mars the peace 
and tranquility of childhood and early adoles- 
cence. In middle life it frequently reduces man’s 
earning capacity and ruins some of his brightest 
prospects, and in lengthening shadows of old age, 
it creeps in and adds another burden to the form 
already bending under the load of increasing 
years. It is sometimes referred to as a symptom 
and sometimes as a disease; occasionally it is 
only the aftermath of a ten-course dinner at a 
banquet or it may be the outstanding sign of 
serious pathology. Laymen are quick to give 
free advice to each other for its relief; drug- 
gists prescribe over the counter for it when re- 
quested to do so by the sufferer ; dentists believe 
that it is the direct cause of numerous gum and 
dental conditions and recommend measures for 
its cure. It attacks everybody at some time or 
other, but was never known of itself to destroy 
life. Hurst was able to prove to his satisfaction 
that the stomach mucosa is insensible to «rdinary 
tactile, thermal or chemical stimuli; nevertheless, 
we do know that the stomach as an organ does 
possess a sensibility of its own. One observer 
states that the healthy stomach possesses the 
elements of hunger, appetite, satisfaction and 
repletion. Carlson confirms the observation of 
Hurst that the main element in all gastric sensi- 
bility is muscular tension. 

In health we should not be conscious of the 
fact that we possess this important hollow viscus 
in the epigastrium except for the sensations 
above alluded to. 

Gastric hyperacidity or 
therefore, is a disturbance of the secretory func- 
tion of the stomach and may exist either with or 


hyperchlorhydria, 


without organic disease or it may be a neurosis. 
Fifty degrees of free Hcl is considered excessive 
acidity. It indicates gastric irritation and may 
arise from organic disease of the mucosa and 
hypertrophy of the acid glands or its cause may 
be located in some other portion of the digestive 
tract either near or remote from the stomach 
Hunter’s series of 


which is itself diseased. 


chronic duodenal ulcers showed that 88% had 


*Read before the 55th Annual Meeting of the Florida 
Medical Association, Tampa, April 3, 4+, 1928. 
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hyperacidity. According to Campbell, only 
chloride estimations can determine between true 
hypersecretion and lack of neutralization of the 
gastric contents. 

At times marked degrees of hyperacidity or 
complete achylia are associated with good 
health, but this does not imply that, in general, 
excessive secretion has no clinical significance ; 
then, too, there is a difference in the texture of 
gastric mucosa and its resistance to irritants, 
just as one type of skin will blister in surf-bath- 
ing and another will not, so also the nervous 
mechanism of some individuals will respond 
more sharply to a stimulus in the digestive tract 
than others do. All the way through our con- 
sideration of this gastric condition we should 
keep constantly reminding ourselves that there 
is a personal equation that enters into each case 
and that there are idiosyncracies galore and that 
they play an active part; what would produce a 
gastric hyperacidity and carry with it marked 
discomfort, even severe pain, in the case of a 
delicate nervous individual might mean not even 
the slightest distress to the muscular, robust 
bricklayer. Above all, let us not forget that on 
account of the divers etiological factors which 
have to be taken into consideration that it is 
well-nigh impossible to make any definite, precise, 
pure classification of any sort of stomach trouble. 

How Shall We Recognize Gastric Hyperacid- 
itv? It surely would not be scientific or safe to 
rely simply and wholly upon the patient’s state- 
ment that he has it, although he would probably 
be correct, in more than fifty per cent of the 
cases. The late Dr. Mills of St. Louis, an emi- 
nent radiologist, gave the medical profession a 
substantial maxim when he said that “soda and 
a glass of water sitting by the patient’s bed-side 
was the most reliable sign of duodenal ulcer.” 
Likewise, it may be even more truthfully stated 
that the person who imbibes this alkali freely 
usually has hyperacidity. Some observers be- 
lieve that the only subjective symptom is acid 
regurgitation. The sex of the patient gives us 
little or no help—male and female seem to suffer 
about equally. This trouble is seen most often 
between the ages of 40 and 60 and usually in red- 
faced, athletic, broad-chested individuals: No 
occupation is immune, but those of sedentary 
habits are probably the most susceptible. Family 
history, if it reveals dyspepsia running through 
two or three generations, is worth something. 
Past history showing neurotic tendencies, over- 


eating of common foods or meats, too much salt, 
pepper, ketchup, vinegar, coffee, tea or citrus 
fruits or concentrated sweets, foods fried in 
butter or the drinking of alcoholics or excessive 
use of tobacco or much worry—any of these 
would surely be a predisposing if not a direct 
cause. History of present conditions where the 
patient complains of heartburn, spitting of sour 
fluid or occasionally vomiting sour liquids, epi- 
gastric distress after meals, water brash and 
constipation—all of these, I declare, point to 
gastric hyperacidity. 

Achylia-gastrica with slow emptying time and 
rapid fermentation of starches may deceive us. 

Fat fermentation setting free butyric acid and 
glycerine in the stomach as the fats split up may 
mislead us. 

Stenosis of the pylorus resulting in large 
gastric retention may betray us, or increased 
tonus of the duodenum and lessening of the tonus 
of the pars pylorica may do the same. 

Fluoroscopic and Roentgen study of the stom- 
ach may reveal gastric or duodenal ulcer, the 
former of which almost invariably causes hyper- 
acidity and the latter now being considered a 
common etiological factor in more than 50% of 
the cases of hyperacidity. Ten years ago we 
believed that both gastric and duodenal ulcer 
followed hyperacidity; now we are convinced 
that as a rule the excessive secretion of acid 
follows the ulceration. The deep cutting waves 
of hyperperistalsis points us to excessive acidity. 

Finally, the two tests of greatest dependability 
and the two that should be invariably performed 
are a fractional extraction and quantitative an- 
alysis of the test meal which will show a marked 
increase in both the free hydrochloric acid and 
the total acidity. Even in this test there are 
numerous sources of error which cannot be taken 
up in detail in this short paper. The impossi- 
bility of overcoming these errors has spurred 
the gastro-intestinal specialist on in a search for 
something which would give a more positive 
proof of the true state of the gastric secretions 
and now the gastric contents extracted from the 
stomach are being tested out for inorganic and 
total chlorides which has been generally accepted 
and will certainly soon be considered the most 
dependable of all methods. For this meritorious 
work, great credit is due Bolton & Goodhart, 5. 
Miller and F. B. Smith and others. 

What Is the Cause of Hyperacidity? I answer, 
briefly, irritation, either intragastric or extra- 
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gastric, direct or indirect, which results in hyper- 
trophy of the acid glands or goblet cells in the 
gastric mucosa, giving an overproduction of 
acid and a lessening in the amount of regurgita- 
tion back into the stomach of alkaline duodenal 
contents. 

The sources of this irritation have been vari- 
ously classified by numerous observers. The 
outline described by Ryle seems to be the most 
complete and I will quote it here with certain 
minor modifications that have grown out of my 
own personal experience : 

1. Habit hyperacidity—for example, overeat- 
ing, etc., overwork, irregularity and improper 
food combinations. 

2. Nervous hyperacidity—for example, worry, 
hypocondriasis, etc. 

3. Toxic hyperacidity—for example, alcohol 
and tobacco, oral sepsis, colon or intestinal intox- 
ication following constipation. 

4. Irritative hyperacidity—for example, gas- 
tric or duodenal ulcer, gall-bladder infection, 
ulcerative colitis. 

5. Mechanic hyperacidity—for example, sur- 
gical modifications of the anatomy of the stom- 
ach or duodenum, hour-glass stomach, etc. 

It is now becoming quite well established that 
the tonus of the duodenum in regulating alkaline 
regurgitation into the stomach and the tonus of 
the pars pylorica in controlling the fluid efflux 
from the stomach, make up probably the most 
essential of all the factors in acidity; then, too, 
we must not overlook the fact that there is an 
alkaline secretion of the stomach wall itself. 


How Shall We Manage Gastric Hyperacidity? 
Every physician in this association has had to 
answer this question for himself more than once 
and certainly we have all at times felt the keen 
sting of disappointment and failure that so fre- 
quently has attended the measures used for our 
patient’s relief. Our plan of treatment should 
be worked out after we have come to a decision 
as to why the patient has the hyperacidity and 
this we do by measuring him up to some such 
standard as I have tried to outline. 

If the patient overeats, or has improper food 
combinations, then in making out his dietary, 
give specific directions as to proper amounts and 
combinations; for example, meats and concen- 
trated carbohydrates or sweet milk and stringy 
vegetables do not combine favorably. 

If there is a neurotic element with which to 
contend, help the patient to avoid worry, anxiety 
and excitement; employ hydrotherapy; prevent 


physical exhaustion and quit tea and coffee, and 
use a simple sedative for a while if it is needed. 

If there is toxic poisoning, clean up the mouth, 
or gall-bladder or other foci; leave off alcohol 
and tobacco. Select a smooth, nonirritating 
cellulose diet for overcoming the constipation 
without drugs. 

If there is ulcer anywhere in the digestive 
tract, give it appropriate treatment. If the acid- 
ity seems to have developed because of previous 
surgery on the stomach or duodenum, these 
cases will usually be found to make best response 
to ulcer diet. 

Among the medicaments, calcium carbonate 
and belladonna are the sheet-anchor, in my ex- 
perience. Don’t use sodium-bicarbonate with 
the hope of giving a cure. 

Finally, there will be a considerable percentage 
of these cases that will still complain, after you 
have done all these things ; these, I subject to late 
afternoon gastric drain after the plan of Kantor, 
using a very small tube and performing this for 
five or six successive days and then taking an 
intermission for a few days and repeating the 
treatment if it seems indicated. I have used this 
plan on a number of intractable cases with a fair 
degree of results. 

For the past twelve years I have kept reason- 
ably accurate statistical records of my patients 
and since my practice is exclusively gastro-intes- 
tinal I thought it might add a touch of interest 
to my subject to quote a little data. 

I have handled, in my private practice, a total 
of 4,320 gastro-intestinal cases, giving them lab- 
oratory study, including fluoroscopic and X-ray 
examination and treatment. They showed the 
following classifications : 

81% showed constipation. 

23% showed normal acidity. 

29% showed chronic appendicitis. 

5% showed either gastric or duodenal ulcer, 

3% showed positive Wassermann tests. 
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SUM MARY. 

1. Gastric hyperacidity is a relative term and 
is primarily a symptom or sequellae. 

2. It is most accurately determined by calcu- 

lating the acidity and the total chlorides of the 


stomach contents. 
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3. Its most common cause is constipation. 
4. Its best remedy is diet. 
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DISCUSSION. 
Dr. W. W. Kirk, Jacksonville: 

I assume that Dr. Smith has used the Rhefuss 
tube in getting analyses as to acidity and other 
chemicals and activities in his gastric studies. 
There is a general tendency throughout our part 
of the country to use that method less and less, 
the tendency being for X-ray to replace this 
method of diagnosis, 

I have found that heavy magnesium oxide is 
a very good substitute for sodium bicarbonate. 
Dr. G. P. Hamner, Tampa: 

I think it may be said that in hyperacidity due 
to gastritis, there is not much hope of relief until 
these foci are removed. We can treat the hyper- 
acidity as long as the patient will stand for it, 
but he doesn’t get anything but temporary relief, 
aside from removing the foci, gall-bladder infec- 
tions, bad teeth, etc., as Dr. Smith has brought 
out as a primary factor in treating these cases ; 
and he made one point that in my experience has 
been a very fortunate one. That is the cutting 
down the amount of food taken at a time. I 
have often gotten wonderful results in these 
cases in getting patients to take five small meals 
a day instead of three heavy meals; in some of 
these cases we get wonderful results and in 
others we got no results at all. 

Ewald of Germany devised a large tube for 
lavage with not only one end and one side open- 
ing but with twenty small holes. I am a great 
believer in gastric lavage. I had a great deal 
of work along that line with Hemmeter of Bal- 
timore and also used the Hemmeter tube for 
lavage which is not in the market. I think as a 
secondary treatment, aside from diet this is one 
of the best factors in relieving hyperacidity, 
which is due of course to a chronic irritation of 
the peptic glands, thus pouring out too much 


hydr. acid. 
We use a tube from three to four times a 
week; I don’t advocate using it every morning. 


I have known of patients using it after eating a 
meal; they would use the tube to get rid of the 
meal; that is very poor practice. I do not re- 
commend teaching a patient to use the tube on 
himself. After gastric lavage I use a mild 
antiseptic to be left in the stomach. The first 
three or four treatments will show a marked 
amount of ricktenaceous mucus. I always catch 
that in a basin to see what the result is. I don't 
hesitate if there is a small ulcer to use the tube 
and frequently get wonderful results, and | think 
that is one of the best treatments, but it is so 
infrequently used. I believe Friedenwall does 
not believe in it; on the other hand Hemmeter 
is a great believer in it. 

Dr. M. Smith (closing): 

The question has been asked, “Why do some 
men neglect the working out of the gastric 
chemistry and depend upon the X-ray findings 
for the diagnosis of stomach trouble?” Answer- 
ing briefly, it would appear to me that they wish 
to conserve their own energy or to protect their 
patients from the nuisance of tubes and test 
meals or both. As a matter of fact, no X-ray 
examination of the stomach can furnish any re- 
liable information about its chemistry. We are 
inclined to associate gastric hyperacidity with 
hypermotility and subacidity with hypomotility, 
but for diagnosis this is wholly unreliable. There 
is little excuse nowadays for a guess-work in the 
diagnosis of gastro-intestinal disease; however, 
there are many questions vet to be settled, hut we 
should manifest a spirit of fairness to ourselves 
and justice to our patients by carrying out stand- 
ard recognized laboratory routine in order to 
make dependable deductions. | make it my rule 
to determine qualitatively and quantitatively the 
gastric chemistry and also to do the X-ray study 
on each case. 

Answering the question about calcined mag- 
nesis, will say that | use it occasionally in com- 
bination with calcium carbonate and bismuth 
subnitrate, but I feel that I have probably had 
better results in gastric hyperacidity by combin- 
ing magnesium carbonate with the other two 
ingredients named. The powdered extract of 
belladonna may also be added to the prescription 
containing the neutralizing agents, although my 
preference is to use the tincture of belladonna 
half way between meals and at bedtime. 

Regarding the number of meals per day, will 
say that in my experience, there is only an occa- 
sional patient that can arrange to eat more than 
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three meals a day and in the average case I en- 
deavor first of all to try only three bland non- 
fermenting, nonirritating meals. A hyperacidity 
stomach needs some rest and must not be over- 
distended. Where the acidity is extreme with 
much inflammation, plain albumen water with 
no other food for a short while will be found 
very helpful and gratifying to the patient. 

A troublesome complication in treating gastric 
hyperacidity is constipation and it is certainly the 
most frequent cause although sometimes a result. 
In this condition a diet that will produce smooth, 
nonirritating cellulose residue, must be selected. 
Bran and coarse vegetable tops should not be 
used, but boiled turnip roots, carrots, squashes, 
pumpkins, etc., pressed through a collander are 
most appropriate. Agar-agar (DeShell’s) I 
have found serviceable. 

I do not advocate stomach lavage for hyper- 
acidity, but many times I have resorted to a late 
afternoon gastric drain with a small tube, re- 
commended by Kantor. This clears the stomach 
of accumulated acid and prepares it to receive 
the evening meal in a state of lessened acidity 
and in this way reduces gastric irritation. 

I appreciate the liberal discussion this paper 


has received. 





SOME PSYCHOSES IN WHICH THERE 
MAY BE RECOVERY* 
W. M. Bevis, M.D., 
Bartow. 

In State and other institutions handling psy- 
chiatric cases, almost exclusively, there is from 
65 to 85% of patients remaining in hospital 
under treatment a vear after the initial admis- 
sion. During the second year there is a slight 
reduction, but seldom is the remainder reduced 
more than half the second year. Unless im- 
provement is made, mental disorders tend to 
become chronic earlier than is ordinarily sup- 
posed. Very few not making substantial im- 
provement within two years after onset make 
even an approximate recovery. The result is 
that nearly all hospitals for mental cases show a 
net increase each vear in their already surpris- 
ingly large hospital population. Of course, 
there are exceptions to this and some have been 
able to show an annual net decrease, that is, more 
patients discharged than admitted, but these 
outstanding examples are in the minority. 


*Read before the 55th Annual Meeting of the Florida 
Medical Association, Tampa, April 3, 4, 1928. 


The foregoing naturally raises the questions, 
“Why do we not have a relatively larger number 
of recoveries in mental disorders? In what 
types and forms of mental illness and in what 
physical condition and life cycle of patients hay- 
ing mental disorders may we reasonably expect 
recovery and what can the average physician do 
to help?” I do not presume to answer these 
questions in this brief paper, but present a few 
facts that may partially answer the same. If in 
so doing greater interest is stimulated in psy- 
chiatric cases, time given to presentation and 
discussion will not be lost. 

In psychoses associated with paresis, arterio- 
sclerosis of cerebral vessels, tabes dorsalis, post- 
encephilitic and postmeningeal lesions, hemiple- 
gia and psychoses resulting from senile degen- 
eration recovery is rare. These are in reality 
terminal processes and occasionally there is im- 
provement or apparent arrest in the gradual 
failing course of these conditions, but such is 
not expected. 

In true epilepsy there is nearly always associ- 
ated a psychosis which becomes more pronounced 
as the years go by. Mental deterioration is 
usually present at the end unless that piling-up 
series of fits known as “status epilepticus” closes 
the scene before the latter is reached. 

Psychoses associated with idiocy, hydroceph- 
alis, cretanism and other endocrine anomalies 
offer little hope of recovery. Results under the 
most favorable circumstances are far from en- 
couraging: 

Some psychiatrists contend that there is never 
recovery in the dementia praecox group, that 
classification given to mental disorders seen in 
the young and active period of life. Others 
equally prominent admit that certain types of 
this important symptom-complex may recover 
but other types never. Some there are who have 
seen recoveries in all types of dementia praecox, 
unless the original diagnoses were wrong. When 
recognized early and given appropriate treat- 
ment an encouraging number of cases of all 
types of the dementia praecox group do recover. 

The manic depressive psychosis is character- 
ized by rises and falls in the emotional and 
temperamental personality. In the beginning, 
there may be depression slight or profound; or 
elation, exaltation and hyperactivity may be seen 
at the onset. The symptoms seen in the begin- 
ning may continue or very suddenly the picture 
may change from active maniacal symptoms to 
those of mute melancholia. 
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Since both are so often seen in the same indi- 
vidual, we have come to think of them as dif- 
ferent phases of the same disease. Various 
stresses, strains, worries and any condition that 
depletes the resistance and nervous reserve of 
the patient are said to precipitate attacks of this 
disease, but the same are not believed to be the 
underlying causes. Often when disturbed me- 
tabolism, improper or inharmonious functioning 
of the ductless glands are corrected and the 
accumulation in the system of various toxic ele- 
ments is removed, improvement follows, strongly 
indicating these as etiological factors. In this 
form of mental illness the prognosis is almost 
uniformly favorable. However, the same may 
recur under conditions similar to those respon- 
sible for the initial attack. 

Closely associated with manic depressive psy- 
chosis is involution melancholia occurring in 
females after the menopause. This condition is 
believed to be due to the loss of tone or atrophy 
of the uterus, ovaries and diminished secretion 
of some of the ductless glands. Puberty and 
the menopause are critical periods in the life 
cycle of the female and at both there is a pos- 
sibility of a departure from the normal nervous 
or mental reaction. It usually takes the form of 
an agitated depression, the delusion of having 
committed the “unpardonable sin” is usually 
prominent, the patient feels that life is no longer 
worth living, and active and persistent suicidal 
tendencies are in evidence. Unless neglected this 
mental malady usually yields to institutional 
treatment and recovery may be confidently ex- 
pected. 

Various types of psychoses believed to result 
from absorption of pus and other toxic material 
from infected gums, teeth, diseased tonsils and 
hidden focal infections have come in for a right- 
ful share of study and consideration during the 
last few years. The untoward effect of certain 
deleterious substances from without, absorption 
of delayed end products of digestion from the 
lower intestinal tract, lack of vitamins and other 
food deficiencies also may be added to the list of 
causes of the toxic psychosis. Pellagra is a 
typical example of the latter. 

The question of toxicity in mental conditions 
opens up a field so staggering in its proportions 
that it should be of vital interest to every pro- 
gressive physician. Many cases classified as 
dementia praecox, manic depressive psychosis 
or otherwise are found to be of toxic origin 


when a reasonable amount of laboratory, X-ray 
and other clinical data are obtained. Prospect 
of recovery in this group is in direct proportion 
to damage done the nervous system and the body 
as a whole before the condition is discovered and 
the cause removed. With early diagnosis and 
appropriate treatment prognosis in most cases 
is favorable. 

Recovery in mental illness appears to be de- 
pendent upon: (1) Early recognition as a psy- 
chosis. (2) Correct diagnosis. (3) Appropri- 
ate treatment. (4) Proper aftercare. In the 
first and last mentioned, at least, much depends 
upon the family physician. Even the layman 
recognizes a full-blown psychosis, but every 
physician should be familiar with the primary 
evidences of a beginning disordered mentality. 
Long before the patient becomes frankly insane, 
there are certain symptomatic danger signals 
that should attract the eve of the observant phy- 
sician. No time should be lost in consulting a 
psychiatrist or placing the patient in a suitable 
institution for treatment. Such a course adds 
much to the chances of recovery. Careful ob- 
servation, study and diagnostic technic is the 
right of every case believed to have an “un- 
geared mind.” Even though convinced at first 
that a given case is dementia praecox or paresis, 
be slow to make a positive diagnosis until all 
signs, symptoms and laboratory tests are studied 
and every other possibility has been exhausted. 

A diagnosis having been made should be a 
challenge to prompt action and daring treatment 
in behalf of the patient. Each case should have 
individual attention and every reaction, com- 
plaint and peculiarity of the patient should be 
given ample consideration. Continuous study 
and observation of the patient may uncover vital 
information that will assist in a cure. 

No patient well on the road to recovery or 
sufficiently improved to leave the hospital should 
be allowed to return to a situation or environ- 
ment that might tend to hinder complete recov- 
ery or in which the condition responsible for the 
initial breakdown might favor a_ recurrence. 
Follow-up visits and facilities for proper after- 
care and return to the hospital if necessary, 
should be an integral part of the treatment plan. 

One of the most outstanding examples of in- 
crease in recoveries in all forms of psychoses, not 
already chronic or deteriorated, is seen in the 
work of the New Jersey State Hospital at Tren- 
ton, under the direction of Dr. Henry A. Cotton. 
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bv thorough study, scientific diagnosis, original 
research work and rational treatment, an ex- 
ample that is a real contribution to psychiatry 
and modern medicine has been given. 

In prompt and heroic treatment, restoring so 
many to mental health and happiness, search for 
focal infections and other factors that bring 
about pathological conditions in the brain tissue, 
has played a prominent part. When causes are 
found and removed, abnormal brain conditions 
are corrected and abnormal mental symptoms 
disappear. A process of detoxication by auto- 
genous vaccines from various forms of strep- 
tococci and colon baccili found in the stomach, 
intestines or other infected area of the individual 
patient has proven its worth. Modern surgery 
and dentistry have been effectively used and 
physiotherapy, occupational therapy have con- 
tributed to the happy results. 

We should not countenance the general spirit 
of pessimism in regard to the problem of the 
insane. When the profession at large insists 
‘square deal” to this 


upon methods that insure a 
great group of misjudged unfortunates, not only 
will recoveries be multiplied but much insanity 
will be prevented. 

DISCUSSION. 


Dr. H. Mason Smith, Tampa: 

Dr. Bevis has so thoroughly covered the sub- 
ject there is not much left to discuss, except to 
state that he has presented a true picture of the 
situation. 

On the completion of seven years’ service in 
an institution I obtained the idea that the de- 
mentia praecox and other functional psychoses 
could not get well outside of an institution and a 
small number only got well in them. Since leav- 
ing there and seeing these conditions in their in- 
cipiency I have learned, however, that if they 
are recognized early and all sources of toxemia 
removed and any endocrine imbalance which 
may be existing, cleared, and that patient placed 
in a suitable environment to which he can make 
adjustments, the conditions do not advance in 
many cases into a real psychosis. Even in the 
cases that have advanced into a psychosis that 
have been recognized early, this method of han- 
dling them produces recovery and it is not neces- 
sary to place them in an asylum. 

There is no doubt that Dr. Cotton has been of 
great service, especially in stimulating interest 
in looking for hidden sources of toxemia and his 


percentage of recoveries may be good, but I feel 
that he has developed a “fadism” for pulling 
teeth, as I have seen many patients from whom 
he had pulled teeth that were perfectly sound 
and | feel that he has done much of this that is 
not necessary. 

Dr. Bevis’s paper is very comprehensive and | 


enjoved it. 


Dr. G. H. Benton, Coral Gables: 

It is well, I think, to call attention to the fact 
that a psychosis is a mental situation accom- 
panying an organic or functional disturbance of 
an individual, and the symptoms _ represent 
largely the individual habitual reaction pattern 
uninfluenced by stimulation or inhibition of 
purely intellectual kind, as these functions are 
in abeyance or destroyed; in abevance if the 
malady is functional, and destroyed if it is or- 
ganic and there has occurred much change or 
destruction of the cortex. 

Psychoses accompanying toxic states repre- 
sent often similar symptom complexes, but are 
not always dependent upon permanent changes 
within the central nervous system. The indi- 
vidual symptomatology is commensurate with 
the personal habitual reaction type of the indi- 
vidual patient. 

Psychoses accompanying toxic and other func- 
tional states may be treated to advantage and 
should be curable or at least alterable provided 
the mental capacity of the individual is such that 
he can and will comprehend the nature of the 
advice and explanation rendered him. 

A large number of patients in public institu- 
tions and some in private institutions are reacting 
in a psychotic manner, maintaining their indi- 
vidual symptomatology by virtue of lack of 
desire to alter their situation. No stimuli having 
penetrated their perceptions sufficiently active to 
create a desire to be different, they are following 
the line of least resistance, hence they continue 
on year after year in much the same states, quite 
contented with their environment. 

Persistent individual work is required with 
all these patients often over long periods of time 
before one can discover any improvement in 
their psychiatric condition. Occasionally most 
unexpected and surprising results accrue through 
incidental circumstances not intended for thera- 
peutic purposes, and thus the psychiatrist must 
be prepared to take any advantage of such inci- 
dents when they occur. 
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Dr. W. M. Bevis (closing): 

There is nothing more I would say except this : 
I hope the time will come when the average prac- 
titioner will have a simpler foundation for psy- 
chiatry. It is my observation that one reason 
why the subject is not more thoroughly under- 
stood by physicians in general is that much of 
the literature on the subject is voluminous, 
rather bulky and is not attractive to read. | 
hope the day will come when the primary prin- 
ciples of psychiatry will be simplified and placed 
in the hands of the physician in such form that 
it will be easily read, easily understood and will 
be attractive reading. When that happy day 
comes I believe that the average physician will 
more thoroughly inform himself on these basic 
principles of psychiatry and that a greater inter- 
est in the subject will be developed. I thank you. 





A STUDY OF EXTERNAL OTITIS* 


L. C. Incram, M.D., 
Orlando. 


The subject of this paper was suggested to 
me after observing over a period of six years 
many patients suffering from some inflammation 
and infection of the external ear canal. The 
literature is bare of any information on external 
otitis as but few papers have been prepared on 
this subject in recent years. Thus, I felt justified 
in presenting this study and invite your consid- 
eration of the issue I wish to make, especially 
in etiology. 

We know there are many patients suffering 
with some form of this disease and are treated 
more or less over a number of vears. The lack 
of progress in a solution of a better diagnosis 
and treatment of these patients is unfortunate. 
Earlier it was my belief that a hot climate was 
the determining factor, but as articles were of- 
fered discussing contamination of swimming 
pools and infection of the external ear canal | 
felt the trouble might be distributed over the 
country. The observation made suggested to 
me the possibility of a previous chronic infection 
of the canal by some of the yeast fungus or a 
systemic intolerance that prepared the way for 
the pool infection and in this manner began the 
study and deductions that I wish to present to 
this society. 


*Read before the 55th Annual Meeting of the Florida 
Medical Association, Tampa, April 3, 4, 1928. 


ANATOMICAL CONSIDERATION. 

The cartilagino-membranous canal varies 
widely in size, shape, structure, curves, etc. This 
sometimes is a factor in the etiology of the dis- 
ease. The cartilaginous channel is not complete 
all around, being united above and at the back 
by a membranous plate uniting it with the oseous 
canal. <Anteriorly it is slit at right angles by 
two or three fibrous fissures through which blood 
and lymph unite the circulation of the cutaneous 
with the outside of the canal. The skin of the 
cartilaginous canal is thicker, contains hair and 
many glands. It is thinner in the oseous por- 
tions, contains no hair or oil glands and is thin- 
nest over the drum membrane. The epithelial 
laver grows from the center of the drum toward 
the external opening of the canal. These ana- 
tomical considerations can guide us in determin- 
ing the origin and the extension of the disease. 


SYMPTOMS. 

The earlier symptoms of external otitis are 
deafness, itching, pain and tinnitus. One or a 
combination of all these are usually complained 
of by the patient. Itching sometimes is one of 
the most troublesome and most difficult to relieve. 
It is also a factor in the production of the more 
severe diffuse types and abscesses. Itching 
causes the patient to use various articles in the 
ear for the purpose of relieving this symptom 
and in doing so he macerates the dermal surface 
and allows extension to deeper structures of the 
various microscopic organisms. The diffuse 
type with suppuration produces the greatest 
amount of pain and discomfort for the patient. 
This extension to the deeper tissues may be by 
continuity or from a lowered resistance through 
a biological change of body tissues as in alergia. 
It may be from lowered resistance by toxin from 
growth of some fungus. Tinnitus is a frequent 
symptom in the old dermatitis and eczema forms 
situated on the drum and in oseous part of the 
canal. Deafness is the result of the swelling of 
the canal wall or accumulation of cerumen and 
mycotic masses. 


COURSE OF THE DISEASE. 

Three factors are to be considered in the origin 
of most external otitis. First, it may be a der- 
matitis caused by irritants, as dust, etc., in the 
canal. Second, it may be acute or chronic eczema 
the result of body tissue reaction as alergia. 
Third, it may be one of the veast infections. It 
is but seldom that it is a single factor or a single 
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type but usually the result of a combination of 
two or even the three causing a disease process 
in the ear canal. We may have a sensitive pa- 
tient of the allergic type with a skin reaction get- 
ting the infection from some of the microscopic 
organisms usually found on the skin surface 
causing a swelling of the skin surface and ex- 
foliation particles of dried skin as a bran. This 
being mixed with the cerumen of the ear forms 
a cast or plug. I firmly believe in this climate 
we have many infected with some of the veast 


fungi and from this other complications arise. 


We find more cases in adults than in children. 
The diffuse form is the commoner of the 
active forms. It usually occurs some time 
through the summer, mostly between June Ist 
and November Ist. Many times it follows bath- 
ing in lakes, pools or the sea; the history of the 
case is invariably that he has had other similar 
attacks or has had itching in the ear canal pre- 
vious to the attack. Some of the patients have 
never been in bathing. The acute infection was 
started usually in these cases from an injury as 
scratching the canal with some article. The 
infection finds entrance to the deeper tissues, 
through the hair follicles and then by the lymph 
or blood vessels through the fibrous fissures to 
the structure surrounding the ear. It may be a 
single furuncle near the opening of the canal or 
a general cellulitis. The auditory canal is either 
partly or entirely closed by the swelling and no 
view can be had of the drum membrane. The 
auricle may be lifted away from the side of the 
head as a result of the cellulitis. Sometimes 
the infection invades the middle ear and even 
the mastoid and becomes very severe. Most 
frequently, however, a wrong diagnosis is made 
and the mastoid opened with disastrous results. 
This form is often semichronic and lasts for 
considerable time if not properly treated. 
THE APPEARANCE OF THE EXTERNAL EAR CANAL. 
The chronically affected external canal pre- 
sents one of three pictures onexamination. First, 
canal wall may be slightly narrowed and covered 
with dry bran-like scales or with a thin moist 
coating, gray or yellowish in color that is diffi- 
cult to remove. Second, may be a dry cracked, 
weeping surface that causes pain with any 
manipulation of the ear. Third, may be filled 
with hard or soft mass that requires irrigation to 
remove. Usually there is a blending of these 
different conditions to make up the picture. The 
liseased process may be just at the opening of 


the canal with clear skin back of the isthmus and 
over the drum or it may be in the reverse posi- 
tion. Any one of these conditions may suggest 
in a broad way the etiology of the external otitis. 
If an acute inflammatory process has set in, the 
canal usually is swollen and any manipulation of 
the ear, as pulling on the auricle, produces pain. 
This is one of the cardinal symptoms of external 
otitis. It is pretty well accepted that heat and 
moisture have very much to do with the infection 
and its spread. Reasoning from this premise and 
from our finding in so many of the cases some 
form of the mold that in many cases contain 
mycelia and spores of certain paracytic fungi we 
can safely say that these organisms are frequent 
causes of the disease. They cannot always be 
found in the specimens removed for examination, 
but this does not prove they are not or have not 
been present on the skin. 

There are authentic reports of some form of 
aspergillus funigatis remaining in an ear for a 
period of twenty vears. It is my belief that this 
fungus remains in the ears producing for vari- 
able periods irritation as itching and then when 
conditions are right causes most of the external 
otitis in our state. Castellani and Chalmers in 
their book, “The Manual of Tropical Medicine,” 
state that this fungus infection of the ears is 
quite common in the tropics. More cases are 
constantly being reported from all parts of the 
United States as attention is given to microscop- 
ical examination of the material removed from 
the ear canal. Adding water or moisture to the 
culture as in bathing supplies the other factor to 
promote their growth and the extension deeper 
into the tissues and brings about the complica- 
tions. Castellani claims there is a toxin secreted 
by the growth of the fungus that macerates and 
produces an inflammation reaction in the skin. 
The film and scales cannot be removed by irri- 
gation but must be wiped out, using application 
with small pieces of cotton, moistened with some 
medicine. The film rolls up in little balls and 
exposes a red macerated tender skin. If the pus 
germs have been added to the infection we have 
small localized abscesses which may become a 
general infection of the soft structures around the 
ear. If the streptococci have gained entrance it 
may be a general cellulitis with systemic depres- 
sion. This, the diffuse variety, is the most dis- 
tressing and is a complication where the former 
skin infection was posterior to the isthmus. The 
extension was by hair follicles or glands and 
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through the transverse openings with lymph or 
blood vessels to surrounding tissue. 


TREATMENT. 


Treatment resolves itself into two phases. 
First, that of the original infection. Second, 
those of the more severe and their complications. 
Usually the itching is the most annoying of orig- 
inal infection but does not require special treat- 
ment more than the remedies used to get rid of 
the infection. Alcohol, either alone or combined 
with another remedy, as salicylic acid, is the 
most universally used. I believe it is much over- 
rated and too generally emploved for every phase 
of the trouble. In many of the cases of eczema, 
especially acute, the acute dermatitis, alcohol 
not only does harm but causes much unnecessary 
pain. These cases require some remedy that is 
going to lessen irritation. Borofax ointment 
serves the purpose well. It is in these cases that 
consideration of diet and environment does much 
to solve the problem and relieve the trouble. 
Two per cent solution of salicylic acid in alcohol 
does work well in some of the more chronic 
cases. This, I believe, is due in great part to the 
exfoliative effects, removing at times a com- 
plete cast from the canal containing the infection. 

The canal is first cleansed by use of small cotton 
covered applicators soaked in 1% silver nitrate. 
The canal is then dried and an application of 2% 
mercurochrome applied and canal again dried. 
If the canal is not raw and tends to bleed I give 
the patient a prescription for alcohol or alcohol 
and salicylic acid to be used in ear canal once a 
day. The treatments at office are made on two 
to three-day intervals until healing is well under 
way which may be one to two weeks. He is 
then instructed to return at two to three-week 
intervals for cleansing and treatment of canal. If 
at first treatment there was considerable mold 
or coating to be removed from canal and a his- 
tory of other attacks then I feel that one of the 
yeast fungi is present and may need prolonged 
treatment. I am now using potassium iodide in 
five to fifteen-grain doses in one to two-week 
courses, as recommended by Chisolm and Sutton 
of Baltimore. My experience with the use of 
this remedy is limited and not long enough to 
make a definite statement but it has been encour- 


aging. 

The diffuse form with furuncles invalids the 
patient and at times will produce alarming symp- 
toms. To relieve the pain we will usually need to 


use some of the opiates. I generally use codine 
and aspirin. Heat usually is of benefit. Hot boric 
compresses are applied and the canal filled with 
boric solution if it is not closed by swelling. The 
abscess will need to be drained and usually a vac- 
cine, beginning with four drops and repeated in 
three days with an increase of two drops to each 
dose. This makes a decided change in most of 
the cases. I have not used autogenous ; it should 
be the better but takes time to prepare. The vac- 
cine | have found to give most uniform success 
is Van Cott’s Combined. 

In the cellulitis with streptococcic invasion | 
use streptococcic serum and have had very grati- 
fying results most times. 

The usual method of closing such papers is to 
present a number of case histories to illustrate 
different phases of the disease or results of the 
method of treatment used. I do not believe this 
will assist to put over my idea concerning ex- 
ternal otitis. I believe with time the fungus in- 
fections will be considered a greater factor in 
etiology of external otitis. 

DISCUSSION. 
Dr. B. F. Hodsdon, Miami: 

I wish to compliment Dr. Ingram on his ex- 
cellent paper. He has so completely covered the 
subject that there is little left for me to say. As 
to the swimming ear, so-called, I have found that 
water finding its way into the auditory canal 
regardless of whether it be from a pool, ocean, 
shower bath, or the homely custom of some fam- 
ilies to wash out the ears with soap and water, 
will in many cases produce or incite a diffuse 
inflanmation of the canal or a furuncle usually 
just inside the orifice of the canal. As to treat- 
ment of furunculosis or diffuse inflammation of 
the auditory canal, unless I think it should be 
lanced, a very small applieator with cotton tightly 
wound is moistened with a 95% solution of phe- 
nol followed in a few seconds by a similar 
strength of alcohol. 

The ultraviolet ray is then applied by the 
Kromyer lamp, with a quartz applicator of the 
proper size to fit the canal, and in many cases if 
seen early no further treatment may be neces- 
sary. 

Dr. L.. H. Swartz of New York in speaking of 
furunculosis of external auditory canal said, “| 
find that those cases that are not incised do better 
as a rule than the others. After the furuncles 
have opened the pus should be removed by gently 
mopping with cotton wound applicators or 








col 
pe )s 
sat 
ely 
ste 
to 

the 
Wwo 
sol 


Dr 


dif 
gat 
ter 
inf 
ina 
up 


the 
sce 
no\ 
thi 
wh 
the 
abs 
she 
an 


thi: 
not 








JELKS: FRACTURES OF THE SPINE 145 


through a suction tube, the canal cleansed with 
alcohol (on an applicator), and finally a sterile 
gauze drain inserted. 

“The pus should not be washed out, as this 
seems to spread the furuncles. 

“Remember, do not irrigate cases of otitis ex- 
terna.” 

Dr. Rufus J. Pearson, Miami: 

This condition is apt to be passed over lightly 
by the general practitioner, and in many in- 
stances, by the man who is doing special work. 
It is a most difficult condition to treat satisfac- 
torily; but there are just a few points I would 
like to mention in the diagnosing and treatment 
ot this condition. 

First, I try to determine whether or not there 
is anv involvement of the middle ear, or if it is 
confined to the external canal only. If I can 
eliminate a discharge prior to the pain, I feel that 
I can safely rule out middle ear trouble. Then I 
ask the patient if chewing is painful; if so, | 
know that the external canal is involved. 

The principle thing, I believe, in treating these 
conditions, is to keep the canal open as much as 
possible. This I do by inserting a small wick 
saturated with a 10% solution of ichthyol in 
glycerine. This serves two purposes, first to 
sterilize the skin, and also to keep the canal open 
to facilitate drainage, Sometimes I bandage up 
these ears just as if I had dressed a mastoid 
wound, and keep the dressing wet with a weak 
solution of cyanide of potassium. 

Dr. L. C. Ingram (closing): 

I agree with Dr. Hodsdon that it makes little 
difference how the water enters the ear, the irri- 
gation will extend the infection and make mat- 
ters worse. It looked at one time as if this 
infection introduced by the water was the orig- 
inal infection, but I believe it is only the lighting 
up of an old trouble in the ear. 

I wish to corroborate the statement made in 
the discussicn concerning opening these ab- 
scesses. I do not not open them nearly as often 
now as formerly. Years ago about all I did for 
this trouble was to open the abscess and drain, 
which was very trying for the patient. During 
the past year I have opened very few of these 
abscesses. Many times it looks as though they 
should be opened, but after treatment, locally 
and the vaccine, the trouble is controlled. 

As to the use of ichthyol, I at one time used 
this remedy in treatment of these cases, but do 
not at the present time. 


FRACTURES OF THE SPINE* 
EpwaArp Je_ks, M.D., 
Jacksonville. 

I want to call your attention to the importance 
of careful physical and X-ray examinations 
when there has been an injury which may not 
appear in the beginning to be of a serious nature. 
The cases selected to illustrate this are three with 
fracture of the spine. The liability, so far as the 
Riverside Hospital is concerned, lies in the fact 
that since none of the three patients lived in 
Jacksonville, we did not carry out their subse- 
quent treatment. All we could do was to make 
recommendations as to what should be done. 

The first patient was from Miami. She 
came for examination in December, 1925, with 
the history that eight weeks previously, while 
dusting the top of the bookcase, it fell upon the 
upper part of her back. Immediatley there were 
pains in the back which radiated around both 
sides of the chest to the midline and also down 
the back of her legs. She consulted her physi- 
cian who tried some local remedies without re- 
lief. She had not been able since the accident to 
move her spine freely. Examination showed 
that all the movements of the thoracic spine were 
limited, especially flexion. In fact, the whole 
spine was somewhat stiffened. At the level of 
the seventh thoracic vertebra there was noted an 
area of tenderness but no swelling or deformity 
could be made out. X-ray examination demon- 
strated a compression fracture of the seventh 
dorsal vertebra. The patient appeared thorough- 
lv skeptical of our diagnosis. After returning 
home she had another X-ray made and her doc- 
tor told her that she had no fracture but merely a 
strained back. One year and a half later, how- 
ever, her husband reported that our opinion, they 
were convinced at last, was correct, as her symp- 
toms were almost as severe as they had been 
when we saw her more than a year previously. 

The second patient, Mrs. G. M. A., age 45, 
from Chicago, III., came to the hospital March 7, 
1927. Six months previously, while hanging a 
mirror, it fell across the back of her head and 
caused a very large lump of the scalp which dis- 
appeared in a few days. The neck was slightly 
stiff from the date of injury. Her physician told 
her there was merely a strain to some of the soft 
tissues of the neck. No X-ray examination was 

*Hospital liability report, presented at the regular 


monthly meeting of the Staff of Riverside Hospital, 
Jacksonville, Florida. 
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made. The pain in the neck, though not severe, 
remained all the while. Two months ago, fol- 
lowing a “cold in the head,” pain appeared 
throughout the back and shoulders. About three 
weeks later it localized very definitely to the 
lower part of the neck and movements of the 
head became markedly more limited. At the 
time of our examination the pain appeared when- 
ever she moved her neck, especially after she had 
held her head in one position for a few minutes. 
The pain had become so severe that she came 
from St. Petersburg, where she was spending 
the winter, to Jacksonville for consultation. Ex- 
amination showed no trace of the scalp injury 
which was the most evident trouble at the time 
of her accident. The neck was not deformed, 
flexion was normal, extension was limited and 
slightly painful. Bending to the right was nor- 
mal, to the left was restricted; rotation she did 
very carefully. There was no evidence of ar- 
thritis in the extremities or back. With the pro- 
visional clinical diagnosis of osteo-arthritis of 
the cervical spine an X-ray was made which 
showed a fracture of the lower cervical region. 

The third patient is Mrs. R. M. C., formerly 
of Lynchburg, Va., now of Jacksonville, age 
forty-three, who came to us for examination 
March 21, 1927. Six months previously she was 
in an automobile accident, at which time she said 
her spine was jammed and she sustained a sprain 
of the sacro-iliac joint. She was in bed in Vir- 
ginia three and one-half months on account of 
nervousness and pain in the legsand back. About 
a week after her accident an examination with 
portable X-ray machine was made and the pa- 
tient was told that she had no fracture of the 
spine. On about the tenth day, with great dis- 
comfort, she walked upstairs. Both she and her 
husband said that she was urged in every way to 
walk and told that the pain in the back and down 
the legs was not caused by a fracture, that the 
X-ray showed the spine normal. She was dis- 
charged from the hospital after two weeks but 
continued to get so much worse at home that she 
re-entered the hospital in a month and remained 
there two months longer. There was some grad- 
ual improvement but the pain continued to be so 
intense she sought further medical advice. Ex- 
amination showed a very evident and marked 
kyphosis which was located in the region of the 
upper lumbar spine. There was no apparent 
Jateral deformity. Slight flexion was permitted 
but no dorsal flexion. The lateral motions were 
fair and equal. There was no evidence of injury 


to the cord. On account of the localized pair 
and deformity our clinical diagnosis was frac- 
ture of the spine. The X-ray examination 
showed this to be true at the level of the upper 
lumbar vertebra. 

Accidents are occurring with such increasing 
frequency even among women and children, that 
it is becoming necessary for us to revise some otf 
our ideas concerning diagnosis in cases of injury. 
There already is and should be more intense in- 
terest in this subject among the profession and 
the laity at large. What may appear in the be- 
ginning only a very minor injury may later prove 
to be one that results in grave disability. The 
men especially interested in surgery of the skull 
and brain have brought clearly to our attention 
the problems arising from head injuries. We 
have learned, as a result of their teachings, to 
consider paramount the question of damage to 
the brain rather than whether or not the skull is 
fractured, when a patient has received a blow to 
the head. Our thought should be just the re- 
verse when we are dealing with injuries of the 
spine. For everyone recognizes a fracture of the 
spine when there is present a lesion to the spinal 
cord as evidenced by paralyses or loss of sphinc- 
ter control. When, however, neither of these 
disabilities is present and there is only pain, 
either local or radiating, the diagnosis of sprain 
or contusion satisfies a large number of the med- 
ical profession and most of the laity. We have 
found not only is this last statement almost al- 
ways true but that it is very difficult to convince 
a patient he has a fracture of the spine unless 
paralysis of some type is present. I do not think 
one of the three patients whom we discussed 
tonight believed that she had a fracture. Their 
lack of belief, no doubt, was increased because 
of what they had been told by their first medical 
attendant. 

These fractures without cord symptoms fre- 
quently do cause an immense amount of disabil- 
ity which extends over a very long period of 
time. When they are diagnosed early, however, 
and prompt treatment carried out convalescence 
is much shorter and the ultimate result better 
It is not within the province of this presentation 
to discuss treatment or prognosis. The point 
which we want to stress is that a proper X-ray 
examination, which means lateral views and 
competent interpretation, often will establish the 
diagnosis of fracture of the spine, when at the 
time of the accident there appeared to be only a 
trivial injury. 
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SOME SURGICAL DISEASES OF 
MECKEL’S DIVERTICULUM#* 
A Report oF THREE CASES 
Lricu F. Roptnson, M.D., F.A.C.S., 
Ft. Lauderdale. 


Meckel’s diverticulum results from incom- 
plete closure of the omphalo mesenteric duct. It 
is a rare condition. In a series of 10,000 con- 
secutive cases, Balfour found but fifteen ex- 
amples. McGlannon observed only three cases 
in 14,000 laperotomies. It is generally consid- 
ered to be present in about 2% of human beings. 
Probably this figure is far too high. The vitel- 
line duct, having served its function, usually dis- 
appears after the embryo is about five weeks old. 
If it persists, it may be patent throughout, form- 
ing an umbilical anus, or it may be obliterated. 
except at the umbilical end, forming a mucus 
polypus of the navel, or it may be obliterated at 
both ends of the duct but remain open in the 
middle, forming a cyst, or it may be patent at the 
intestinal end but closed at the navel end, form- 
ing that type with which this paper is concerned. 

Meckel’s diverticulum is found three times 
more frequently in males than in females. Por- 
ter gives the average age of occurrence of dis- 
orders at 21 years. Wellington found in a series 
of 59 cases, that the average age was 14 years. 
They may occur at any age from date of birth. 
It is usually found in the distal forty centimeters 
of the ilium. The attachments of both the intes- 
tinal and distal ends are variable. The intes- 
tinal end most frequently is joined opposite the 
mesenteric border. The distal end may be at- 
tached anywhere within the abdomen. It may 
be attached near the umbilicus by a renminant of 
the duct or its vessels. It may be attached to the 
anterior or posterior abdominal wall or to the 
mesentery, or it may have no attachment what- 
ever. 

The most frequent complications of Meckel’s 
diverticulum are diverticulitis and intestinal ob- 
struction. A continuation of an inflammatory 
process may lead to abscess formation with con- 
sequent perforation and peritonitis. Intestinal 
obstruction may be caused by various methods. 
In general the obstruction is produced by ab- 
normal relationship between the bowel and the 
diverticulum, causing obstruction by kinking, 
torsion or volvulus of the bowel. In obstruction 
the symptom complex corresponds to that found 


*Read before the Dade County Medical Society, Mi- 
ami, Fla., Feb. 4, 1928. 


in other cases of intestinal obstruction. The 
mortality from obstruction by Meckel’s diver- 
ticulum is high, between 60 and 70% in various 
groups of cases reported. It is the opinion of 
most authorities that it has a greater potential 
danger than the appendix. In cases of inflam- 
mation, the physical signs nearly always consist 
of a tender fullness of lower quadrant. There 
may be pain, muscular rigidity, fever, vomiting 
and leucocytoses, thus simulating appendicitis. 
Fronticelli states that due to less vascularization, 
there is less pain than in appendicitis. Some 
have noted an initial pain around the umbilicus, 
probably due to the attachment of the distal end 
of the diverticulum to the abdominal wall at this 
point. Halstead says that at the present time no 
symptoms or group of symptoms are sufficiently 
characteristic to permit of a diagnosis of diver- 
ticulitis. 

The following three cases are from my own 
practice and are taken up in order of their oc- 
currence. 

Case I.—Male, Dominican, aged 35, admitted 
to the hospital March 23, 1923, with symptoms 
of intestinal obstruction. The patient gave a 
history of having had similar attacks of abdom- 
inal cramps off and on all his life. The present 
attack started three days prior to admission and 
instead of improving as on former occasions, it 
had become worse. During the 24 hours before 
admission the abdominal cramps had increased 
in severity and nausea and vomiting had devel- 
oped. The bowels had not moved but the vomitus 
contained no fecal matter. Upon admission he 
was found to have a pulse of 140, temperature 
100, a toxic appearance, abdomen distended and 
tvmpanitic. Vomiting was frequent and projec- 
tile in character, nevertheless free of intestinal 
contents. Operation performed two hours after 
admission showed the abdomen filled with dis- 
tended, discolored loops of intestine. By gently 
pushing these aside, a collapsed portion of the 
small intestine was observed. By further push- 
ing aside the distended loops, the cause of the 
obstruction was discovered as being due to the 
twisting of the bowel on its long axis at a point 
where a very small Meckel’s diverticulum was 
attached. The distal end of the diverticulum 
was attached to the brim of the pelvis by a thin 
tendonous cord. There was marked congestion 
and discoloration but the blood supply had not 
been disturbed long enough to cause injury. The 
diverticulum was loosened from its distal attach- 

ment and clamped close to the ilium and ligated. 
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It was removed with the cautery and the stump 
inverted. An enterostomy was done above the 
point of obstruction and the abdomen closed. 
The recovery was uneventful. The enterostomy 
closed spontaneously after three weeks. 

Case 2.—Y. C., male, age 24, admitted to 
Lauderdale Memorial Hospital, March 18, 1927, 
suffering from symptoms resembling intestinal 
obstruction. However, there had been a bowel 
movement earlier in the day and gas was passed 
by rectum. Present symptoms began March 14, 
having had abdominal cramps with periods of 
improvement. He had been taking enemas 
which relieved temporarily the severity of the 
symptoms. He gave a history of having had 
attacks of pain similar to this all his life. Five 
years previously, during one of the attacks, he 
had been operated on for appendicitis. It was a 
question at the time of the operation, if the ap- 
pendix was affected sufficiently to produce the 
symptoms. At any rate, the attacks continued 
to recur at frequent intervals after this operation. 
Physical examination showed moderately dis- 
tended abdomen, no rigidity, no tenderness, pulse 
100, temperature normal. During the night the 
symptoms became worse. Vomiting first of bile, 
then fecal matter. Abdomen in the morning was 
more distended and tender. Operation under 
ether anesthesia March 19, showed abdomen 
filled with distended, discolored loops of intes- 
tines. An enterostomy was made in one of the 
loops of intestines that presented in the wound 
and abdomen closed without further exploration. 
Patient’s reaction was good, all vomiting and 
symptoms subsided. Ten days later a second 
operation was performed and about twenty cen- 
timeters from the ileocecal junction, a small leaf- 
like Meckel’s diverticulum was found, causing 
occlusion by kinking of the ilium. The diverti- 
culum was inflamed and had become fastened 
through adhesions to the posterior abdominal 
wall. The adhesions were freed and the diver- 
ticulum excised. The stump was treated with 
phenol and alcohol and inverted. The abdomen 
was closed, not disturbing the fisulous opening. 
The postoperative reaction was very good and 
on the fifth day the patient had a normal bowel 
movement. The skin sutures were removed on 
the sixth day and both wounds were in excellent 
condition. Unfortunately, even though this man 
survived the intestinal obstruction, he died three 
days later from the shock of hemorrhage fol- 
lowing separation during night of wound edges. 

Case 3.—W. Y., male. Admitted to Lauder- 
dale Memorial Hospital May 25, 1927, with ab- 


dominal cramps. For two days prior to admis- 
sion, he had been suffering with pains in abdo- 
men. He complained of pain in entire lower 
abdomen. He gave a history of similar previous 
attacks. A physical examination showed a well- 
nourished individual, pulse 96, temperature 100, 
white blood corpuscles 11000, general abdominal 
tenderness, moderate distention and right lateral 
rigidity. Diagnosis, acute appendicitis. Opera- 
tion revealed abdomen filled with distended loops 
of intestines. The appendix was lifted into the 
wound and appeared normal. After removing 
appendix the wound was enlarged and the distal 
end of the ilium examined for a probable cause 
of the symptoms. About thirty centimeters from 
the cecum, a Meckel’s diverticulum, about the 
size of the little finger of a No. 6% rubber glove. 
was found. It was in a highly inflamed condi- 
tion, semigangrenous and was adherent to the 
mesentary. The ilium distal to the diverticulum 
was greatly distended and its veins markedly 
congested. The diverticulum was freed and ex- 
cised. The stump was inverted by Lambert 
sutures after treating with phenol and alcohol. 
The abdomen was closed without drainage. The 
convalescence was rapid and uneventful. 

It was my wish when I decided to report my 
personal experience with the diseases of Meckel’s 
diverticulum, to show the important role this 
condition plays as an etiological factor in cases 
of intestinal obstruction and in other cases of 
acute abdominal disease. Every case of suspected 
appendicitis should be operated upon and if the 
appendix appears normal the distal forty centi- 
meters of the ilium should be examined for an 
inflammation of a Meckel’s diverticulum. In 
intestinal obstruction a working diagnosis should 
be established early and the abdomen opened 
without delay, always bearing in mind that a 
possible cause of the trouble is a Meckel’s diver- 
ticulum. 
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PERSONAL OBSERVATION ON CER- 
TAIN CASES OF ASTHENIA IN 
SOUTHERN FLORIDA* 

M. Jay Fripse, M.D., 

Miami. 

In a recent survey of our case records, our 
attention was drawn to a group of cases of as- 
thenia which we had observed in office practice 
during the last eighteen months. This group of 
asthenics were those who showed very little or 
no definite organic lesion, yet had symptoms of 
grave metabolic disorders. The common simi- 
larity in these cases was a low metabolic rate. 
We had noted previously that asthenia was a 
very common complaint in Southern Florida. 
Without an analysis of our cases it was our gen- 
eral impression that these patients complained 
of an aggravation of their symptoms during the 
hot months of the year. This report is a brief 
analysis of our case records of asthenics who 
demonstrated a basal metabolic rate of below 
minus 10. This figure was chosen, since, by 
general consent, it represents the lowest limit of 

normal metabolism. 

On tabulating the results of our metabolic 
studies, we found that we had made in the last 
eighteen months 385 metabolism tests on 228 
patients. Grouping them according to the met- 
abolic rate which they showed on the first exam- 
ination, we noted the following: 

Twenty-six cases or 11% had rates above 
plus 10. These were cases of definite hyper- 
thyroidism, including several toxic goiters of 
exophthalmic and adenomatous type. 

Ninety-seven cases or 42% had rates between 
plus 10 and minus 10—the generally accepted 
limits of normal. 

One hundred and five cases or 46% had rates 
below minus 10. These cases were definitely 
hypothyroids. The average rate of this group 
was minus 21%. Yet it is of interest that none 
of these cases were cretins or definite myx- 
oedemas. None of this group had ever been 
subjected to thyroidectomy. 

A comparison of our figures with those of 
King! is of interest. He reports 36 cases of hy- 
pothyroidism in 200 consecutive basal metabo- 
lism tests at the Johns Hopkins Hospital. Thus, 
189 of his cases and 46% of ours fell in the 
same group. Moreover, three of his cases in this 
group were post-thyroidectomies, and presum- 





*Read before the Florida East Coast Medical Asso- 
ciation, November 10, 1927. 


ably had been hyperthyroids before operation. 
This shows the incidence of hypothyroidism in 
our series about three times as great as in his. 
It must not be forgotten, however, that his re- 
ports were based on hospital cases, while ours 
were all ambulatory office patients. Unfortu- 
nately no other series of cases on ambulatory 
patients is obtainable for comparison. 
SEASONAL INCIDENCE. 

In tabulationg our basal metabolism tests made 
during the last twelve months, we note that dur- 
ing the months of November through March 
33% of the metabolic tests gave results of less 
than minus 10. During the rest of the year 60% 
of all metabolism tests made gave results of less 
than minus 10. 

Many patients also state that their symptoms 
are aggravated by warm weather and relieved 
during the cool months of the year, or by a trip 
to a higher and dryer climate. Observations 
made on the same patients during the winter 
months, when their symptoms are not noticeable, 
show, however, that the lowered metabolism 
persists even though the symptoms of asthenia 
are no longer manifest. 

ASTHENIA AND HYPOTHYROIDISM. 

A further analysis of our 105 cases of hypo- 
thyroids showed that 86 had remained under 
observation long enough to establish a definite 
diagnosis. 

Of these, 49 cases or 57% had no organic 
lesion of sufficient importance to produce their 
symptoms. We have designated these as pri- 
mary hypothyroids. Thirty-seven of these 86 
cases or 43% had definite organic disorders, as- 
sociated with hypothyroidism. A classification 
of these cases shows the following: 

Infections: 8 cases 
COmmee CHOIRS TOUEES onc vccdscvceces 2 
Chronic tonsilitis and Vincent's infection 1 


Cee GD hi cdsadececwasseves 2 
Cy ee er ee 1 
Pulmonary tuberculosis .............. I 
Intestinal parasites .............000. 1 
Endocrine disorders and disorders of sex organs: 
13 cases 

Fibroid uterus with menorrhagia...... 2 
Functional dysmenorrhea ............ 2 
Polyglandular dyscrasia ............. 2 
ROE S.nd oss Sacwrasvadecsdeavion l 
PORE és ceedcescndccduseneennen 2 
Pe od. oss oer awe avuee 3 

1 


URN 2 oe Te i ee ee 
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CRPOUSC GHVOCRPONIS . 2... 005s seeseces i 
FRIES io ivnc tees vivesescseus 1 
Other conditions: 8 cases 

Severe secondary anemia ............ 2 

Strained ligaments (knee and_ sacro- 
revels etek estas gre Ad aleices 2 

liane eneenaennne aus 1 

Beebe OE WIMNET o.oo cece verses 1 


6 ies weaiaee geen 2 
A number of these cases could be included in 
the group of primary hypothyroids, but to pre- 
vent confusion, we will consider in them the 
hypothyroid condition as secondary to the or- 
ganic disorder. These we will not discuss but 
will limit ourselves to those in the primary group. 
Our 49 cases representing 57% of the hypo- 
thyroids were all definite cases of asthenia. 

Thirty-eight complained of marked fatigue as 
the most prominent and in some instances the 
only symptom. 

Ten complained of nervousness and tremors. 

Fight had rapid heart, dyspnea and _ precor- 
dial pain. 

Four complained of headache. 

None of these cases showed signs of myx- 
oedema. 

COMPARISON OF SYMPTOMS OF HYPOTHYROIDISM 
WITH MYXOEDEMA, 

The classical description of myxoedema as 
given by Ord is quoted by Osler? as follows: 

“Marked increase in general bulk of the body, 
a firm, inelastic swelling of the skin which does 
not pit on pressure; dryness and roughness, 
which tend with the swelling to obliterate in the 
face the lines of expression; imperfect nutrition 
of the hair. Slowness of thought and move- 
ment. The gait is heavy and slow.” 

NUTRITION IN HYPOTHYROIDISM. 

In our series of 49 cases, there was no marked 
increase in size of the body. ‘Twenty-two were 
definitely underweight. In this our findings 
corroborated those of Higgins* who noted 13 in 
his series of 23 cases below normal weight. 
Sixteen of our cases were obese, but the obesity 
was not much different from ordinary obesity. 
We noted a tendency toward an increased obesity 
about the hips and thighs. The fat was flabby 
and the lobules discrete. This imparts a nodular 
sensation on palpation. 

SKIN. 

The skin was more frequently thin than coarse. 

Its surface was usually smooth. Often the skin 


of the face was unusually fine and soft. This 
Was especially true in the cases of moderate obes- 
ity or normal nutrition. In the undernourished 
the complexion was often “muddy” and sallow 
with not infrequent acne infections. We saw no 
cases of eczema. In this our findings differ from 
some others* who have noted a tendency toward 
a dry scaly skin. In regard to perspiration, our 
findings were not constant. Most of our patients 
stated that perspiration was normal, but our ob- 
servations tended to indicate diminished per- 
spiration. It must be borne in mind, however, 
that the summer climate in Southern Florida pre- 
disposes to excessive perspiration because of a 
relatively high humidity, even though the tem- 
perature rarely exceeds 90 degrees, Fahrenheit. 

The hair in most of our cases was normal. 
There was an occasional obese hypothyroid who 
showed a thinning of the outer third of the eye- 
brow. 

There was no evidence of retardation of 
thought or movements. The mental reaction 
was frequently more rapid than normal and sug- 
gested, in some cases, a flight of ideation similar 
to that found in mild thyro toxicosis. 

ANALYSIS OF LABORATORY FINDINGS. 

The laboratory findings aside from the low 
basal metabolic rate usually showed a mild sec- 
ondary anemia, with a moderate leucopoenia and 
relative lymphocytosis. The pulse varied and 
was often above normal in the malnutrition cases. 
There was a frequent low blood pressure. 

Average hemoglobin was 75%. 

Average red count was about 4 million. 

Average white count 5,500. 

Average Ivmph count 40%. 

Average systolic blood pressure was 117. 

Average diastolic blood pressure was 72. 

Age Incidence. 
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Case reports by Higgins,® Grigsby* and King? 
showed a somewhat greater incidence in their 
series of patients over 40 vears of age. In their 
articles, they attribute the hypothyroidism to 
changes incident to the climacteric. Our series 
would suggest the possibility of some additional 
factor with less dependence on the secretion of 


the gonads. 
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Sex Incidence. 

There were 41 women and 8 men in this series. 
This gives a ratio of 5:1, with women predom- 
inating. This ratio is in accord with the findings 
of Grigsby,* King,'! Higgins* and Lawrence.® 

TREATMENT. 

These cases of diagnosed hypothyroidism 
which fell in this group were treated for varying 
periods of time with thyroid, iodine, iron tonics, 
anemia diets, heliotherapy, cathartics, insulin, 
parathormone, Ovarian substance, etc. We were 
not able to outline any routine measures of 
therapy. Our data here are not as complete as 
might be desired, since many patients stopped 
coming to the office as soon as they obtained a 
certain degree of relief from their symptoms. It 
was evident, however, that the majority im- 
proved more rapidly when small doses of thyroid 
were administered in combination with whatever 
other treatment seemed indicated. Nineteen out 
of 22 in the undernourished group gained an 
average of five pounds while taking thyroid. 

Six out of 11 normally nourished hypothyroids 
improved, symptomatically, on thyroid or iodine. 

Ten out of 16 obese patients lost weight and 
showed marked symptomatic improvement under 
thyroid. 

In all 35 out of 49 cases were definitely im- 
proved under treatment. Only three failures 
were encountered. These may eventually im- 
prove. 

The other 11 cases in this series were not 
under observation long enough to draw any con- 
clusion in regard to the value of the treatment. 

In regard to the permanence of improvement 
after treatment had been discontinued, it is our 
impression that there is a tendency to relapse. A 
number of patients have returned, after discon- 
tinuing treatment for three to six months, in- 
forming us that their symptoms of asthenia were 
again in evidence. Many of these patients have 
voluntarily remarked that their asthenia totally 
disappeared while they were taking thyroid. 
They usually return to inquire whether it would 
be desirable to return to the thyroid treatment. 

CONCLUSION. 

1. There is a definite syndrome in which as- 
thenia is the most prominent symptom which is 
associated with a lowered basal metabolic rate. 

2. Patients of this type present symptoms 
which differ from those found in myxoedema. 

3. Definite improvement may be expected in 
these cases if an intelligent general regimen of 


PYELITIS 151 


therapy is applied while administering small 
doses of thyroid substance. 
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PYELITIS* 
R. M. Kiussman, M.D., 
Ft. Lauderdale. 

Definition.—Pyelitis is an inflammation of the 
kidney pelvis due to microbic infection. 

Rayer, in 1840, first described the disease and 
Reblaub in 1893 reported several cases at the 
congress of the French surgeons. The term has 
become so fixed as the word to describe the 
clinical condition of the mild or nonsurgical 
forms of pyelonephritis that it does not seem 
wise to discontinue it. Strictly speaking, every 
grade of kidney infection represents different 
degrees of the same process. 

Classification. — Kretschmer divides pyelitis 
into the following clinical groups: (1) Deflora- 
tion pyelitis or the type occurring in newly mar- 
ried women; (2) pyelitis of infancy or child- 
hood; (3) pyelitis of pregnancy; (4) pyelitis 
following surgical operations; and (5) cases of 
simple pyelitis. Symptomatically, it is divided 
into the acute and subacute. 

Etiology. — Pyelitis is practically always 
caused by bacterial invasion and multiplication. 
Traumatism, elimination of certain irritant 
drugs, such as cantharides, cubebs, urotropin, 
etc., the alteration of the urine in certain dis- 
eases (sugar in diabetes) may cause renal con- 
gestion but not septic inflammation. Normally, 
the kidney can eliminate without harm to itself 
any variety of organism, the latter being carried 
to it by the blood current from a focus, the blad- 
der, intestine or from some far distant focus, 
c. g., infected tonsils. In order to set up infec- 
tion in the kidney or kidney pelvis, various fac- 


tors are usually present, ¢c. g., a lowering of re- 


sistance as a result of some general cause, such 
as anemia, overwork, worry, mulnutrition or in- 


*Read before the Broward County Medical Society at 
Ft. Lauderdale, Fla., Sept. 9, 1927, and before the Flor- 
ida East Coast Medical Association at West Palm Beach, 
November 10, 1927. 
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tercurrent disease. Pyelitis may be found in the 
course of various infectious diseases. Most 
commonly found, however, in the production of 
a pyelitis is obstruction of the urinary tract, 
which not only lowers the resistance of the kid- 
ney pelvis, but affords a favorable culture me- 
dium for the growth of various micro-organisms. 
In about two-thirds of the pregnancies coming 
to autopsy, the ureters, particularly the right, 
have been dilated and filled with urine. This is 
caused by torsion, stretching or kinking of the 
ureters due to the enlargement and dislocation 
of the pelvic organs, but not to compression, 
since the specific gravity of the uterus when 
pregnant is about equal to that of the intestinal 
mass. 
is only 10 mm. of mercury, so that slight causes 
may stop the flow of the urine in the ureter. 
Obstruction alone though, in the urethra, blad- 
der, or ureter will not cause suppurative pye- 
For exam- 


The pressure in the pelvis of the kidney 


litis, but only a predisposition to it. 
ple, an aseptic ligation of one ureter leads to 
compression atrophy of the kidney on the com- 
pressed side, whereas septic ligation is followed 
by suppurative processes. From what has been 
said, therefore, it is obvious that certain factors 
are generally present before a pyelitis is set up, 
viz., lowered resistance, urinary obstruction and 
pyogenic micro-organisms. The healthy mucous 
membrane of the urogenital tract ordinarily re- 
sists septic infection, but there are exceptions to 
this rule and at times pvelitis will be set up with- 
out any apparent or discoverable cause. The 
most frequent cause of pyelitis is infection by 
the bacillus coli communis. Next in importance 
are the staphylococcus aureus or albus, usually 
the former, and the streptococcus. Other organ- 
isms, such as bacillus of typhoid fever, bacillus 
proteus, gonococcus, pneumococcus, bacillus mu- 
cosis capsulatis, bacillus pyocyvaneous, etc., are 
rather uncommon invaders. It is not uncom- 
mon, in fact, quite common, to find cases of in- 
fection with tubercle bacilli. 

Methods of Invasion—The portals of entry 
are (1) hematogenous (descending), (2) uro- 
genous (ascending). For a long time it was 
thought that in practically every case the infec- 
tion was urogenous (ascending), the organisms 
traveling upwards from the lower genito-urinary 
tract either by way of the lumen of the ureter, 
or ascending from the bladder to the kidney 
pelvis through the lymphatics connecting these 
organs along the wall of the ureter (Kisendrath 
& Schultz). It is practically settled that ascend- 


ing infection by way of the lumen of the ureter 
never occurs unless an almost complete obstruc- 
tion exists, or unless we are dealing with the rare 
type of ureter mouth that permits regurgitation 
upwards of fluids from the bladder to the kidney 
pelvis. In a normal bladder, there is no reflux 
of urine from the bladder to the kidney. That 
this method of infection occurs is not doubted, 
but of recent years the importance of this method 
of invasion is considered greatly exaggerated 
and has given way to the hematogenous theor 
of invasion. In the vast majority of pvyelitis 
cases, the infection is blood-borne. The chief 
advocates of this theory are Cabot and Crabtree. 
According to these authorities, colon bacilli cir- 
culate in the blood during the early hours of 
symptoms due to colon pyelonephritis and can 
be demonstrated by blood culture. In a limited 
number of these cases blood infection has been 
followed in order 


The por- 


demonstrated to be primary, 
by albuminuria, bacilluria and pvuria. 
tal of entry of bacillus into the blood stream is 
not always demonstrable. The intestine. a puru- 
lent urethra, or an inflamed bladder, are the com- 
monest sources of bacilli, even in cases where 
the infection may have taken place along the 
course of the lumen of the ureter, owing to an 
incompetent ureterovesical valve or from lym- 
phatic extension. Cabot and Crabtree were able 
to recover the bacilli from the blood stream, 
causing them to seriously doubt the occurrence 
of renal infection without the intervention of the 
blood stream. A third, but rare portal of entry 
for pyelitis, is directly from without, as in wounds 
of the kidney. 

Predisposing Causes —Age: Pyelitis may oc- 
cur at any period of life, although the largest 
number of cases that come under observation are 
seen in adults. 

Sex: According to Kretschmer’s studies, 61 
per cent of pyelitis occurs in females and 39 per 
Pyelitis is often more bilateral 
In the remaining 


cent in males. 
(about 60% of the cases). 
40% of the cases, pyelitis is unilateral—the right 
kidney being more often involved than the left. 

Pathology. — The changes exhibited by the 
pelvis of the kidney, the seat of the infection, 
may be designated as catarrhal, suppurative, 
hemorrhagic, membranous and gangrenous. The 
pathological appearance both macro- and micro- 
scopically are typical. Most cases show change 
in the ureter which may vary in its degree of 
involvement. 

Symptoms and Course.—The disease may be 
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acute, and subacute. All are usually preceded 
by disease in the kidneys or other organs, even 
though at times they are not discoverable. 
Acute Pyelitis—Acute pyelitis usually begins 
with chills, high fever and sweats. The tempera- 
ture may reach as high as 105 degrees F. (40.6 
degrees C). The type of fever in acute pyelitis 
is not characteristic. It may be continuous, in- 
termittent, or remittent. The height of the tem- 
perature does not depend upon the severity of 
the case and bears no special relation to the 
amount of pyuria and bacilluria. The consti- 
tutional phenomena usually attendant upon any 
febrile are present. The tongue is dry, thirst is 
experienced, and there is hebetude. Nausea and 
vomiting either alone or combined, severe pallor 
and marked prostration may develop. The urine 
contains much pus, many bacteria, heavy albu- 
min ring, and some red blood-cells. Casts are 
not present in pvelitis, nor do they necessarily 
occur in pyelonephritis; but their absence does 
not exclude the possibility of the latter affection. 
As a rule, pain referable to the kidney is not 
found. Occasionally, however, the renal region 
is sensitive and rarely a distinct renal colic may 
be complained of. If renal sensibility becomes 
marked, persists, and if the chills and fevers re- 
cur, suspicion concerning the formation of a kid- 
ney abscess is in order, and the same should be 
watched for. The urinary symptoms do not 
exhibit anything characteristic and may be pres- 
ent in any number of affections of the urinary 
tract. The urinary symptoms are mostly due to 
an attendant bladder involvement and consist in 
frequency, burning of urination, painful urina- 
tion, urgency, difficulty and incontinence of 
urine. 
even though there is no cystitis present. 


These symptoms may also be present, 
Death 
sometimes occurs within a short period, from 
coma, or often with typical uremic convulsions. 
In other cases, the fever subsides suddenly as if 
by crisis, or it may become remittent in charac- 
ter; in still others it gradually reaches normal 
and the patient recovers. 

Chronic Pyelitis—It is not uncommon for the 
acute type to lapse into the chronic form. More 
frequently, however, the latter form develops 
insidiously without being preceded by the acute 
process. It should be remembered that chronic 
pyelitis may exist over a number of years with- 
out a history of fever or urinary disturbance and 
he diagnosed accidentally on finding pus or bac- 
teria in the urine. 
the patients in addition to the physical findings 


More commonly, however, 


in the urine have certain urinary symptoms re- 
ferable to the bladder, ¢. g., frequency, painful 
and burning urination, urgency, hesitancy, drib- 
bling, or incontinence of urine. The latter symp- 
toms frequently lead to the diagnosis of cystitis, 
and very often patients have been subjects to 
local treatment referable to the bladder over a 
long period of years without benefit. It is a 
good rule to subject every patient suffering with 
urinary symptoms and changes to a ureteral 
catheterization, unless the vesical origin of the 
affection is made practically certain by the find- 
ing of organic disease in or around the bladder, 
¢. g., prostatic hypertrophy, stricture, gonorrhea, 
and spinal cord disease. Even in these cases a 
pyelitis may also be present. The physical find- 
ings of the urine are practically the same as 
described under acute pyelitis. The red-blood 
cells may be absent. If the drainage of pus 
from the kidney is hampered by inspissated pus 
and ureters entirely or partly obstructed, symp- 
toms of acute obstructive pvelitis may be set up. 
Similarly, if the focus of infection is not located, 
exacerbation may occur and convert the chronic 
tvpe of pvelitis into a temporary, acute form. 

Diagnosis. — The diagnosis of pvelitis as a 
rule is not very difficult. Even though the diag- 
nosis of pyelitis is made, it is necessary that the 
patient be subjected to a careful examination, 
not only of his urine, but also by the use of the 
cystoscope, ureteral catheter, X-ray, functional 
test, wax tip bougie, and the pyeligram, in order 
to exclude the possibility of some organic lesion 
of the urinary tract being responsible for the 
pyelitis. Urine examination reveals urine that 
is cloudy, and shows a marked ring of albumin. 
Microscopically the cloudiness is due to pus and 
bacteria. Usually a few red-blood cells and des- 
quamated epithelial cells are found in the urine. 
By means of the cystoscope and double ureteral 
catheter examination, not only the condition of 
the bladder is ascertained, but the sources of the 
pus, whether from the right side, left side, or 
both sides, are learned. Lesions such as ureteral 
stricture and stone, renal calculus, renal tuber- 
culosis, tumor, hydronephrosis must be elimi- 
nated. Stricture of the ureter, large hydrone- 
phrosis, and renal tumor, could be differentiated 
by the pyelogram. 

Roentgenograms of the entire urinary tract 
should be made in every case suffering from 
renal infections. Silent renal calculi are fre- 
quently the underlying cause of acute renal in- 
fection. It must be remembered that plain X-ray 
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pictures even with the catheters in place are not 
sufficient to give an accurate diagnosis in many 
cases where renal infection persists. Every case 
that does not readily respond to the local or 
general treatment should have satisfactory ure- 
tero-pyelograms made. Since as high as 20% of 
renal calculi do not appear in plain roentgeno- 
grams, it is imperative to attempt to demonstrate 
their shadows by contrast to the surrounding 
opaque medium. 

Another important point in the diagnosis of 
pyelitis is the carrying out of separate or relative 
functional kidney tests. In pyelitis, the phenol- 
sulphonephthalein output from each kidney is 
practically normal, both from the point of time 
of appearance and quantitative output, but in 
pyelonephritis, especially if it is quite marked 
and very far advanced, there is a decided reduc- 
tion in the quantitative phenolsulphonephthalein 
output. Their differentiation has not only a de- 
cided value in differentiating pyelitis from pye- 
lonephritis, clinically speaking, but has a definite 
prognostic significance in enabling us to predict 
whether or not treatment is going to prove cura- 
tive. Because, in the case of almost pure pyelitis, 
radical cure is often obtained but only rarely so 
in pyelonephritic types. 

Treatment.—In cases of acute colon bacillus 
pyelitis, instrumental or local treatment is ordi- 
narily contra-indicated. Treatment should con- 
sist of rest, and careful regimen of diet, forced 
water by mouth, and hexamethylenamine by 
mouth in doses of from 7.5 to 10 grains (.4924 
to .65 gram) every four hours. Proper attention 
should be given to the gastro-intestinal tract, and 
particularly the avoidance of constipation and 
the use of free catharsis. There may be excep- 
tions to the rule of not using local or instru- 
mental treatment in acute pyelitis. For example, 
there have been successful cases in relieving the 
streptococcus septicemis of pregnancy accom- 
panied by high fever and marked prostration by 
the use of pelvic lavage, with the result of not 
only relieving the patient of her severe symp- 
toms, but allowing her to go to the termination 
of a normal pregnancy. The cases of pyelitis of 
pregnancy seem to have more marked constitu- 
tional symptoms than the ordinary cases. Very 
often acute pyelitis will not respond to this treat- 
ment and the case will lapse into the chronic 
type. 

In acute pyelitis, where a high temperature is 
present without remission during at least eight 


hour intervals, cystoscopy and ureteral catheter- 


ization is indicated at once to effect proper drain- 
age from the renal pelvis. Length of time for 
allowing catheters to remain in situ will depend 
upon the individual cases. Mechanical cleansing 
of the pelvis by lavage with sterile water or weak 
boric acid solution may be done. 

The treatment of subacute or chronic cases of 
pyelitis may be considered under the following 
heads: (1) medical treatment, (2) pelvic lav- 
age, (3) vaccine therapy. The latter has been 
given a thorough trial and has been found want- 
ing in results. 

Medical Treatment. — The treatment of pye- 
litis by drugs has but a small place. Various 
drugs have been recommended, such as the ad- 
ministration of bicarbonate of soda, half to one 
teaspoonful, well diluted, three times a day. 
Salol has been recommended by some, but it has 
very little practical value. The only drug which 
is used by practically everyone is hexamethy- 
lenamine 7.5 to 10 grains (.4924 to 65 gram), 
well diluted with water every four hours. Its 
value is doubtful, as Hinman has shown that 
urotropin has little action at the level of the kid- 
ney pelvis. The acidity of the urine should be 
tested by examination with litmus paper, and if 
there is definite alkalinity, about ten grains (.65 
gram) of NaHPOs should be given every four 
hours until the urine becomes acid, for the well- 
known reason that hexamethylenamine has no 
sure therapeutic value unless it acts in an acid 
medium. If, for example, in some cases, urotropin 
causes vesical irritation or the production of 
hematuria and is contraindicated, benzoic acid 
should be substituted. From a medical or in- 
ternal standpoint, however, more important than 
the drug administration is the drinking of large 
quantities of water. 

Pelzic Lavage—The treatment which is un- 
doubtedly the most effective is pelvic lavage. 
This method of treatment consists in the cathe- 
terization of the ureters on one or both sides, de- 
pending upon whether the infection is unilateral 
or bilateral ; then there is made a test of capacity 
of the kidney pelvis by the introduction of sterile 
water through the syringe, followed by the intro- 
duction of a smaller amount of some medicinal 
solution, usually from 8 to 10 cc. injected through 
the catheter into the kidney pelvis. <A large 
number of drugs have been used for this pur- 
pose, for example aluminum acetate, the organic 
silver salt preparations, such as colargol, argyrol, 
cargentos, silvol, etc. Geraghty uses silver ni- 
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trate solution in strengths of from 1 to 5%. 
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More recently 1% mercurochrome solutions have 
been used successfully. The two may be used 
interchangeably. If the precaution is taken to 
measure the pelvic capacity before the introduc- 
tion of the solution, pains and kidney colic will 
often be avoided. Negative urinary findings, 
both microscopically and culturally, must be re- 
peated a number of times before the case can be 
considered as cured. 

Some authorities advocate the use of the in- 
dwelling ureteral catheter for long periods at a 
time with frequent irrigations of boric acid solu- 
tion, the catheter remaining as long as ten days at 
one time. This has been especially recommended 
in pyelitis of pregnancy and has even been ad- 
vised for the most acute types. Where this tech- 
nique is employed the fever promptly subsides 
and the temperature remains normal as long as 
the catheter stays in place. The catheter should 
be changed at intervals because of the tendency 
for urinary salts to accumulate on it. This is a 
comparatively recent addition to the treatment 
of pyelitis and as yet has not been universally 
adopted in all of the clinics. 

Distant foci of infection should be treated 
coincidentally. 

Treatment During Pregnancy.—Three meth- 
ods of treatment: (1) medical treatment and 
pelvic lavage, (2) emptying the uterus, (3) sur- 
gical drainage or removal of kidney. The latter 
two should be rarely if ever done. The knee 
chest posture assumed t. i. d. for ten minutes 
each time and the elevated Sim’s posture while 
in bed are often actually curative. To aid pos- 
ture in relieving the stagnation of urine a balloon 
pessary may be placed in the vagina to lift the 
uterus out of the pelvis. 

When pyelitis is unilateral in pregnancy the 
patient should lie on the opposite side with an 
ice bag to the affected side. If it is bilateral the 
Trendellenberg position is very helpful to relieve 
torsion or kinking. 

When to empty the uterus is not easy to deter- 
mine. One always tries to carry the pregnancy 
at least until viability of the child is threatened, 
but interference may be imperative (1) if fever 
is high and long continued with repeated and 
severe chills, (2) if the septic or toxemic symp- 
toms become threatening, (3) if both kidneys 
are involved, (4) if repeated lavage of the kid- 
ney pelvis does not procure permanent relief, (5) 
if the vomiting becomes uncontrollable, (6) if 
jaundice appears, (7) is nephritis or pyone- 
phrosis appears. 
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Operative Treatment.—It is seldom necessary 
to incise the kidney. In pyonephrosis operation 
is indicated. Drainage through an operative in- 
cision may cure the case, especially if no stone, 
ureteral kinking or tuberculosis exists. In the 
latter cases, especially with the destruction of 
the kidney substance, nephrectomy may be indi- 
cated. Of course, the functional ability of the 
other kidney must be determined definitely be- 
fore nephrectomy is performed. Any obstruc- 
tion to urinary outflow must be corrected, by 
urethrotomy, prostatectomy, ureteral section and 
plastic, nephropexy, or cystotomy. 

Summary.—The prompt cure of pyelitis de- 
pends upon an early diagnosis and prompt recog- 
nition of the source of infection, with the aid of 
the laboratory, cystoscope, and X-ray. 

Focal infection is the most frequent cause, 
and is often followed by secondary colon bacillus 
infection. 

In children pyelitis is of frequent occurrence, 
being due in most cases to a colon bacillus infec- 
tion and responding best to alkalinization of the 
urine with potassium citrate or sodium bicar- 
bonate. 

Calculus recurrence is often due to persistent 
pyelitis. 

Treatment in all acute cases consists of rest, 
posture that best facilitates drainage, increased 
fluid intake, and alkalinization of the urine. 

Chronic cases require elimination of any pri- 
mary infectious focus, alternating the use of 
hexamethylenamine and citrate at intervals of 
5 to 7 days. Lavage of the kidney pelvis with 
nitrate of silver and mercurochrome alternately 
is indicated in persistent cases. 
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CONGENITAL AND ACQUIRED HEART 
CONDITIONS IN CHILDHOOD 
E. H. Cowetr, M.D., 
Bradenton. 

Heart disease is now the greatest single cause 
of death.” This statement follows a survey of 
some years made by the American Heart Asso- 
ciation of New York City. 

Between the ages of one and four, heart dis- 
ease causes one-third as many deaths as scarlet 
fever and one-fourth as many as whooping 
cough. Between the ages of five and nine, heart 
disease causes more deaths than any of the so- 
called children’s diseases, except diphtheria. Be- 
tween the ages of ten and fourteen heart disease 
causes more deaths than all other children’s dis- 
eases combined. 

Statistics compiled by Dr. William St. Law- 
rence of New York show that 2% of the city’s 
school children are affected—amounting in num- 
ber to about 20,000. The same proportion, he 
feels, would be found throughout the country if 
investigations were made. It is interesting to 
note that of the 2,790 deaths in our own profes- 
sion in 1927, 851 were from heart disease. This 
leads all others, the next being only 326 from 
cerebral hemorrhage. 

In the recent World War, of the men between 
21 and 31 years of age, examined for military 
service, 1 in every 20, or approximately 200,000, 
were disqualified because of disease of the heart. 
Most of these men. appeared in perfect health, 
were unaware of their condition, and a history 
of their early life revealed little except the dis- 
eases of childhood. Such a discovery stimulated 
research on diagnosis and treatment of heart 
conditions and knowing the impossibility of re- 
placing an organ once damaged, the importance 
of prevention was realized. 

Heart disease in children is at present divided 
into three separate groups: 1. Congenital. 2. 
Acute infectious. 3. Post-infectious. 

Congenital abnormalities of the heart and 
great vessels may be classified in a general way 
into, 

1. Malposition, as dextrocardia. 

2. Defects of the septa. This occurs between 
either auricles, ventricles or both, and to any 
degree. Records show patent foramen ovale 
large enough to admit a lead pencil in thirty per 
cent of cases coming to autopsy. Normally the 
foramen ovale closes about the tenth day of life. 
Less common are 


3. Persistent ductus arteriosus. 
1. Malposition of large vessels. 


5. Malformation and defects of valves. 

6. Stenosis and atresia of the pulmonary artery. 

7. Stenosis and atresia of the aorta. 

The above are due to embryonic defects and 
no doubt are greatly influenced by intrauterine 
endocarditis. 

Diagnosis —These conditions may present any 
of the usual symptoms depending on their extent. 
They are easily recognized in a general way, but 
often the exact nature of the lesion is found 
only at autopsy. 

Prognosis. — Is usually unfavorable, though 
hope should always be maintained. 

Tredtment.—Consists in measures to build up 
the bodily resistance, thus making infection less 
probable and hoping nature will repair the defect. 

Acute Infectious —This type may be the re- 
sult of any infection such as arthritis, tonsilitis, 
pleuritis, chorea, scarlet fever, diphtheria, 
whooping cough, pneumonia, typhoid, gonor- 
rhea, influenza or septicemia. Syphilis, though 
important, cannot be classed with these. After 
three years of age, acute rheumatic fever ac- 
counts for more heart damage than any other 
one disease. The great triumvirate of rheuma- 
tism, chorea and endocarditis is only too com- 
mon. Although we do not know definitely the 
causes of rheumatism, enough evidence is at 
hand to make us quite certain that we are dealing 
with a germ disease, an infection which probably 
enters the system through diseased tonsils, ade- 
noids or decayed teeth. 

Post Infectious——In this class are included, 
aortic insufficiency, mitral insufficiency or nitral 
stenosis, where the infection has been overcome 
and the damaged valves repaired with scar tis- 
sue. It is early in this stage that careful diag- 
nosis and treatment can do a great deal to pre- 
vent further damage. 

Diagnosis of any acquired heart condition 
should be gone about in a very thorough manner. 
A complete history is most important. Com- 
plaints of aches, especially in the legs and arms, 
of tiredness, disinclination to work and play 
should not be ignored. The fact that a child has 
a systolic murmur does not in itself mean organic 
disease, if there is a negative history of infection 
and no cardiac enlargement. However, a mur- 
mur, plus enlargement, a positive history and the 
accompanying symptoms justify proper classifi- 
cation of the patient as a “cardiac.” It must also 
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Le borne in mind that a child may have rheumatic 
heart disease without a previous history of ar- 
thritis or chorea. 

Pathology.—Involvement of the endocardium, 
myocardium and pericardium is directly propor- 
tional to the amount and virulence of the circu- 
lating toxin. It cannot, however, be determined 
by symptoms or physical findings, for often in 
rheumatic fever cardiac destruction is extensive 
with very little systemic reaction. Transient in- 
fections of low grade cause simply a roughening 
of the endothelium and a cloudy swelling of the 
muscle fibres. Those more severe leave necrotic 
areas in the endothelium which cover with fibrin 
—then connective tissue grows in and finally 
calcification takes place. The muscle fibres un- 
dergo degeneration and fragmentation. The 
more severe forms include the pericardium and 
a serous, fibrinous, purulent or adhesive peri- 
carditis results. 

Treatinent.—Routine and symptomatic treat- 
ment of the disease should be, of course, carried 
out during its course. Great care must be exer- 
cised in every case where there is any suspicion 
of heart involvement, not to let the patient leave 
the bed too soon. The tachycardia following 
infections is either due to vascular and vaso- 
motor loss of tone or to true myocardial damage. 
Time only will determine the outcome. Every 
child with a history of disease suspected of af- 
fecting the heart, should have periodic examina- 
tion for some months. Those definitely showing 
damage should be given a few weeks of complete 
inactivity followed by very carefully regulated 
exercise gradually increasing. As the child gets 
up and about, frequent rest periods through the 
(lay are necessary. Plenty of fresh air, hygienic 
surroundings, sun baths and light nutritious food 
are all important factors. Occupational therapy 
and pleasant recreation should not be forgotten 
as a means of supporting the morale. Eradica- 
tion of all possible avenues of infection, such as 
diseased tonsils and carious teeth, cannot be 
stressed too much. Medicine, aside from general 
tonics, seems of little value. Digitalis prepara- 
tions may be used when indicated. 

Prognosis—is greatly dependent on the treat- 
ment. 

Prevention.—This is by far the most impor- 
tant factor concerned. One should take every 
available precaution against diseases which 
leave their mark of destruction on the heart. 
Most of the chief offenders in the past years can 
now be entirely prevented by taking advantage 


of vaccines and serums. 
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Doctor Elbert Kaiser, of Rochester, N. Y., in 
a study of forty-eight thousand school children 
over a period of five to eight years, shows the 
incidence of rheumatic fever, growing pains, 
chorea, carditis and scarlet fever, to be decidedly 
less in children who have had a tonsillectomy. 
This seems to be well borne out by statistics from 
most writers. In any case with a previous his- 
tory of infection, where occasional joint pains 
are complained of, or the heart’s action appears 
questionable, it seems best to remove the tonsils 
as a prophylactic measure, even if they are not 
noticeably diseased. 

The crusade against heart disease has been so 
recent that statistics are: not at hand to show 
whether it is more or less prevalent than in past 
years. Consensus of opinion seems to be, how- 
ever, that its frequency is increasing. At any 
rate the situation warrants very serious consid- 
eration, and cooperation of the entire medical 
profession will be necessary if we are to get at 
the roots and exterminate that which so threat- 
ens the health of our future men and women. 





ADENOMYOMAS* 


Cayetano Panettiere, M.D., 
Miami Beach. 

I have selected for discussion tonight a tumor, 
which for the past twenty years has progres- 
sively increased the attention of gynecologists 
because of its relative frequency, and because its 
diagnosis and treatment are becoming better and 
better recognized. I refer to the so-called ade- 
nomyomas. 

This disease is characterized anatomically by 
the presence of uterine mucosa distributed in 
one or more parts of the female generative tract, 
and occasionally in adjacent tissues, such as the 
omentum, bowel, umbilicus, and lower recti 
muscles. Clinically, the disease is marked by 
dysmenorrhoea, menorrhagia, rectal tenesmus at 
the mensus; and in distinct lesions, focal pain 
occurring a day or two prior to the onset of the 
menstrual period. 

Adenomyomas have been studied extensively 
by Sampson, Cullen and others. Sampson's 
work and description of the reddish-brown cysts 
found in the ovarian adenomyoma is so complete, 
and his illustrations so vivid, that one often hears 
them referred to as the chocolate cysts of Samp- 
son; the chocolate color being due to the inclu- 
sion of old mentrual blood. Cullen has succeeded 


*Read before Dade County Medical Society, February 
11, 1927. 
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in collecting and studying a very remarkable 
series of cases of this disease, and to date has 
offered the only acceptable theory as to the for- 
mation of uterine adenomyoma. He succeeded 
in tracing a direct continuation of the gland 
elements of uterine endometrium into the mus- 
culature of the uterus in nearly 100% of his 
series. It was during my years of association 
with him that my interest in this type of tumor 
Was aroused. 

Pathology.—While the gross pathology of this 
condition is clear and distinct, the final diagnosis 
rests with the microscope. 

The picture is typified by the presence of 
uterine endometrium in the part involved. One 
finds islands of tissue containing tubular glands 
lined by epithelial cells; these glands or the re- 
sultant cysts contain blood either fresh or old 
and are embedded in a cellular stroma exactly 
like that lining the uterine cavity. The stroma 
surrounding these glands or cysts, as the case 
may be, is at times hemorrhagic and there may 
be wandering cell infiltration with blood pigment 
deposits. 

Very interesting studies were made on the sec- 
tions of adenomyomas obtained from patients 
operated upon at various stages of the menstrual 
cycle. Thus, it was noted that in a case of 
ovarian adenomyoma operated upon shortly be- 
fore the onset of the menstrual period, the uterine 
mucosa in the ovary presented a hypertrophy 
equal to the premenstrual swelling obtained from 
the uterine endometrium. Again in a case of 
pregnancy accompanying a diffuse adenomyoma 
of the uterus, the same hypertrophy with the 
associated decidual changes in the stroma were 
noted. Misplaced endometrial tissue undergoes 
atrophic changes just exactly as uterine endo- 
metrium atrophies following the complete re- 
moval of both ovaries. It is evident, therefore, 
that these tumors are subjected to the same 
changes and pass through the various stages of 
the menstrual cycle just as the normal uterus 
does. The cystic formation is not difficult to 
explain. 

Degenerative changes follow the occlusion of 
the lumina of the glands. The fresh blood cells 
originally contained, break down, leaving the 
blood pigment (hemosiderin) within the cysts. 
And it is this pigment which is responsible for 
the well-known chocolate color. So much for 
the microscopic pathology. 

The gross pathology must, of course, be de- 


pendent upon the extent of the disease. This 


varies from a minute cyst of the ovary or recto- 
vaginal septum to the complete involvement of 
the pelvic viscera. There is a great tendency to 
pronounced fibrous tissue reaction, and not in- 
frequently one finds the pelvic organs, intestines 
and omentum severely bound to the parietal 
peritoneum. In the diffuse adenomyoma, there 
may be no enlargement of the uterus or it may 
be three to four times its normal size; the en- 
largement is usually symmetrical. On section 
either the anterior or posterior wall or both may 
be much thickened, and cysts of varying size are 
found scattered in the uterine wall, these cysts 
if cut across discharge a chocolate gelatinous 
fluid. 

The following are sites at which uterine endo- 
metrium has been found: (1) vulva and vagina, 
(2) recto-vaginal septum, (3) body of uterus 
(diffuse adenomyoma); (4) uterine horn or 
fallopian tube, (5) ovary, (6) utero-ovarian, 
utero-sacral, and infundi-bulopelvic ligaments, 
(7) round ligament, (8) sigmoid flexure of 
colon, (9) appendix, (10) small intestine, (11) 
omentum, (12) umbilicus, (13) lower recti 
muscles. 

I shall not dwell on a discussion cf the various 
theories advanced as to the presence of hetero- 
topic endometrium. They have to do with either 
implantation, invasion, metaplasia, transplanta- 
tion, metastasis, inclusion of uterine endomet- 
rium, or embriologically misplaced Mullerian tis- 
sue. No one theory explains the various pictures 
encountered. In diffuse adenomyoma Cullen’s 
invasion theory has been substantiated beyond 
doubt. 

Symptomatology. — Dysmenorrhea is by far 
the most important symptom. Usually nothing 
remarkable is noticed during the early years of 
the menstrual life, then there is a progressive 
dysmenorrhea particularly noticeable preceding 
or during the first day of the period. Increasing 
menorrhagia is the next important symptom. It 
seems that the severity of the dysmenorrhea is 
proportionate to the menorrhagia. In adeno- 
myoma of the uterus, the usual history is that of 
a patient who complains of pain and bleeding. 
The pain has been noticed for a year or two, 
but is now very pronounced, almost unbearable 
during the period. The bleeding which at first 
was rather scant is now profuse and the dura- 
tion much longer. Other adenomyomatous le- 
sions produce symptoms referable to the areas 
involved. When the rectovaginal septum is 
affected the added picture of pain on defecation 
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is obtained. Ovarian adenomyomata produce 
excruciating pain, and here we find dysmenor- 
rhea of the greatest severity. When we consider 
the pathology and physiology, if you please, of 
this condition it is not difficult to understand the 
symptomatology; the patient has besides her 
normal quota of uterine mucosa, areas of this 
tissue scattered through: the uterine walls or 
adnexa, which are functional, but which owing 
to their heterotopic distribution have imperfect 
channels of egress. The swelling incident to the 
menstrual period is reflected throughout these 
areas and pain is the expression of that swelling. 
The added bleeding is due to the larger amount 
of functional uterine mucosa. In adenomyomas 
of the rectovaginal septum the nodule is usually 
posterior to the cervix, and when this is enlarged, 
pain is experienced on defecation throughout the 
course of the menstrual swelling. In the ad- 
vanced pelvic adenomyomas, the masses may be 
so considerable and the fibrous tissue reaction so 
marked as to give symptoms of obstruction. 
With this there is gaseous distention and marked 
abdominal discomfort. 

Diagnosis. — The progressive dysmenorrhea 
and menorrhagia occurring in a patient whose 
menstrual history is otherwise negative, and the 
absence of any history of infection either puer- 
peral or gonococcal makes the diagnosis of this 
condition presumptive. If to this is added the 
presence of either a symmetrically enlarged 
uterus anchored in the cul-de-sac, the presence 
of one or many cysts, or a nodule in the posterior 
vaginal wall behind the cervix, the diagnosis of 
adenomyoma is rather certain. This disease 
must be differentiated from tuberculosis, in 
which case there is usually fever, cachxia, amen- 
orrhea and fluid in the abdomen. Malignancy of 
the ovaries may be indistinguishable from adeno- 
myoma. In cancer of the ovaries, one finds stony 
consistency of the tumor masses and less evi- 
dences of inflammatory reaction. Puerperal or 
gonorrheal infections may sometimes simulate 
this condition, here the history should give us 
a Clue. 

Treatment.—At present surgical interference 
offers the only adequate treatment of this con- 
dition. Our experience with X-ray or radium 
as the primary therapeutic agent has not been 
very fortunate. These tumors are densely ad- 
herent, and radium does not take care of the 
tremendous fibrous tissue reaction; and in sus- 
picious cases where one is apt to encounter tu- 
herculosis, gonococcal or puerperal infection, 
radium would not be helpful. In adenomyoma 
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of the uterus of the diffuse type, hysterectomy 
is the treatment par excellence. In cases where 
separate nodules or cysts occur either in the 
rectovaginal septum, tubes, ovaries, vulva, 
vagina, umbilicus or abdominal wall, their re- 
moval is recommended. One must bear in mind 
that since these growths are dependent on ovarian 
activity for their behavior, any tissue-bearing 
uterine mucosa which may be left behind will 
recur in the presence of ovarian tissue and sec- 
ondary operations have often been necessary ; 
hence the importance of complete removal of the 
tissues affected. Though not advocating radical 
surgical procedures, conservative surgery in this 
condition is dangerous, and one is justified in 
removing the ovaries when the possibility of 
recurrence is entertained. Fortunately the ma- 
jority of patients are between the ages of forty 
and fifty-five years, so that the complete opera- 
tion is tolerated better and the discomfort inci- 
dent to premature menopause is much lessened. 

Just a word as to the technical difficulties in 
the removal of adenomyomata. As stated be- 
fore, the tendency to fibrous reaction is maximal 
and often a great deal of time has to be spent in 
separating the adjacent structures such as 
ureters, bladder, and bowels. In advanced ade- 
nomyoma of the rectovaginal septum the ob- 
struction may be so marked as to necessitate a 
preliminary colostomy before the removal of the 
growth and pelvic organs. The operation be- 
comes a procedure far more trying than that 
for carcinoma of the cervix. If all the growth 
cannot be removed without serious damage to 
the rectum, it is preferable to leave behind part 
of the tumor mass and apply radium later. 

The end results in operated cases are good. 
Many women who would otherwise have been 
doomed to a progressive invalidism are leading 
active and useful lives many vears after surgical 
interference. The keynote of the situation rests 
with early diagnosis, and in this case as in malig- 
nant conditions, education of the public will do 
much towards having them seek advice long 
before considerable involvement has taken place. 

In Conclusion—We have a physiological tu- 
mor. Consisting of smooth muscle and fibrous 
bands ; including in its body glandular structures 
of endometrial type, presenting progressive dys- 
menorrhea and menorrhagia as the outstanding 
symptoms. The mode of formation still remains 
a disputed point, the physical findings varying 
from a small nodule to the complete involvement 
of the pelvic cavity. The treatment—surgical 


removal. The prognosis, good in operated cases. 
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TENTH DISTRICT—Herman Watson, M.D. . . . « Lakeland 
Polk. 

ELEVENTH DISTRICT—R. J. Hormes, M.D. . . . « Miami 
ade 

TWELFTH DISTRICT—W. B. Winxter, M.D. . . . Ft. Myers 
Glades, Charlotte, Hendry, Lee, Collier. 

THIRTEENTH DISTRICT—Jos. W. Tayton, M.D. . . Tampa 
Hillsboro, Hernando, Pasco. 

FOURTEENTH DISTRICT—R. L. Kennepy, M.D. . . Malone 
Calhoun, Jackson, Gulf. 

FIFTEENTH DISTRICT—W. E. Van eee M.D. 
Palm Beach, Broward . - «+ West Palm Beach 

SIXTEENTH DISTRICT—W. J. Comm, MD. . « - Eustis 
Sumer, Lake. 

SEVENTEENTH DISTRICT—L. C. Incram, M.D. . . Orlando 
Osceola, Orange. 

EIGHTEENTH DISTRICT—Davin R. Kennepy, M.D. . Sarasota 
Manatee, Sarasota. 

NINETEENTH D!STRICT—C. H. Kirkpatrick, M.D. . Arcadia 
DeSoto, Hardee, Highlands. 

TWENTIETH DISTRICT—Wituiam R. Warren, M.D. . Key West 
Monroe. 

TWENTY-FIRST DISTRICT—H. D. Cranx, M.D. . Ft. Pierce 
St. Lucie, Okeechobee, Indian River, Martin. 
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INCREASE IN REPRESENTATION IN 
HOUSE OF DELEGATES OF AMERI- 
CAN MEDICAL ASSOCIATION 


At the last annual session of the American 
Medical Association held in Minneapolis, July 
11th to 15th, a triennial reapportionment of del- 
-9ates from constituent state and territorial med- 
ical associations was effected. M4 

The reapportionment of delegates was on the 
basis of one delegate for each 775 members or 
fraction thereof for all constituent associations 
having a recorded membership of 775 or more. 
Each constituent association with smaller mem- 
kership is entitled to one delegate. At the pres- 
ent time, the Florida Medical Association has 
1,140 members. In 1925, there were 645 mem- 
bers. This, indeed, shows a rapid growth and 
means that our association will be entitled to 
two delegates in the House of Delegates of the 


American Medical Association for 1929, 1950 


and 1931. 
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OUR NEXT SCIENTIFIC PROGRAM 

The 1929 meeting of the Florida Medical As- 
sociation will be held in St. Augustine early in 
April. The Scientific Program Committee, which 
consists of Drs. G. H. Edwards, Orlando, chair- 
man ; J. D. Love, Jacksonville, and A. M. C. Job- 
son, ‘Tampa, recently addressed a letter to all 
members of the Association, requesting that 
those desirous of a place on the program com- 
municate with one of the members of the Pro- 
gram Committee, giving the title of paper. Some 
time before the 15th of January, the Committee 
must have in hand the title of each paper, to- 
gether with an abstract of the contents which is 
to be used in the printed programs. 

The applicant is also requested to suggest the 
names of these whom he desires to discuss his 
paper. The Committee has definitely decided 
not to section the scientific program for the next 
annual meeting. ‘They will endeavor to present 
a well-balanced program and will as nearly as 
possible have all sections of the state represented. 

If you are desirous of a place on the program, 
do not delay in sending your title to a member 


of the above committee. 





INCREASE IN SIZE OF JOURNAL 


With the August issue of the Journal of the 
Florida Medical Association, eight additional 
pages of scientific material were added. It is 
hoped that the Journal can continue to carry 
more scientific veading matter each month. Much 
effort is being made to secure from the essayists 
illustrations for the articles published, for this 
adds greatly to the interest of any scientific ar- 
ticle. During the past few months, the increase 
of illustrations has been quite noticeable and 
essayists are urged to furnish electrotypes for 
illustrations of their articles. 

Essayists are also asked to furnish com- 
plete bibliographies whenever possible and to 
prepare these in the manner adopted by the 
Journal of the American Medical Association. 
The recently appointed Publication Committee 
of the Association will make an effort to select 
papers containing the most scientific information 
and those prepared with complete bibliographies 
and illustrations where indicated. 


CAUSES OF SICKNESS AMONG MALES 
AND FEMALES AT DIFFERENT AGES 
That the human female is more often sick than 

the male, in spite of her longer average duration 

of life, is one of the apparent anomalies shown 
by available sickness records for adult persons 
and by mortality records. 

The U. S. Public Health Service recently un- 
dertook to inquire a little more closely into this 
excess of the sickness rate among females, and 
kept under observation a general population 
group composed of about 8,000 white persons of 
all ages and both sexes for a period of nearly 
two and a half years in a typical small city in 
the middle eastern section of the United States. 
Records of the kinds and causes of sickness were 
collected, with the result that for the first time 
there is available information relating to sex 
differences in the incidence of various diseases 
at different ages in persons composing a general 
population group. The results of the study have 
just been published by the U. S. Public Health 
Service. 

It was found that the higher female sickness 
rate did not hold true for children under 10 years 
of age. Boy babies and small boys were appar- 
ently more subject to infectious diseases and to 
diseases of the eyes and ears, skin, to colds and 
other respiratory conditions, and to digestive 
troubles, than were girls of the same age. But 
as soon as the adolescent period of life began, 
the sickness rate of the girls became higher than 
that of boys and the female rate for practically 
all diseases was actually higher than that of the 
males throughout adult life. Women suffer more 
than men from sickness due to the common types 
of respiratory diseases, to digestive and nervous 
disorders, and to diseases and conditions of the 
kidneys and heart. This in spite of the fact that 
the death rate among older women is lower than 
that of older men. 

There were some exceptions to this general 
rule for persons over 10 years of age. One was 
that the frequency of accidents was greater 
among males than among females at every age 
of life. The proverbial greater adventuresome- 
ness of boys was shown by the fact that in the 
age period 5 to 9 years the frequency of acci- 
dents of all kinds among boys was much greater 
than that among girls of the same age; but in 
adolescent ages, the sex difference in this cause 
diminished considerably, although the accident 
rate of girls never exceeded that of boys. 
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The findings of this study corroborate the 
results of other studies on adults at work, which 
have been conducted by the Public Health Serv- 
ice in cooperation with certain industrial estab- 
lishments, and are in accordance with the records 
of absences among school children due to sick- 
ness that have been collected over a period of 


vears. 





ANNUAL MEETING OF AMERICAN 
COLLEGE OF SURGEONS 

The American College of Surgeons will hold 
the eighteenth Clinical Congress in Boston, Oc- 
tober 8-12. Headquarters will be at the Statler 
Hotel and meetings will be held in the ballroom 
of the Copley-Plaza Hotel and Symphony Hall. 
The Hospital Standardization Conference will 
be held in morning and afternoon sessions in the 
ballroom of the Copley-Plaza Hotel Monday, 
Tuesday, Wednesday, and Thursday. An inno- 
vation this year will be the commencement of 
the clinics in the Boston hospitals on Monday 
afternoon, continuing through the mornings and 
afternoons of the following four days. Monday 
evening’s program will include an address of 
welcome by the local chairman, the address of 
the retiring president, Dr. George David Stew- 
art, New York; the inaugural address of the new 
president, Dr. Franklin H. Martin, Chicago, and 
the John B. Murphy oration on surgery by Pro- 
fessor Vittoria Putti of Bologna, Italy. Tues- 
day, Wednesday and Thursday evenings’ ses- 
sions will be held in the ballroom of the Copley- 
Plaza Hotel. At the Wednesday evening meet- 
ing the visiting surgeons will be the guests of 
the Boston Surgical Society at a special meeting 
when the Bigelow medal is to be awarded. On 
Friday evening the Annual Convocation of the 
College will be held in Symphony Hall when the 
1928 class of candidates for Fellowship in the 
College will be received. The fellowship address 
on this evening will be delivered by Dr. William 
J. Mayo. The annual meeting of the Governors 
and Fellows will be held Friday afternoon and 
will be followed by a symposium on traumatic 
surgery to be participated in by leaders in in- 
dustry, labor, indemnity organizations and the 
medical profession. Ether Day will be cele- 
brated in the Dome Room of the Massachusetts 
General Hospital on Friday when a bronze bust 
of William T. A. Morton will be presented to the 
hospital. It was in this building that ether was 
first administered for the production of surgical 


anaesthesia on October 16, 1846. Several newly 
completed medicai motion pictures produced 
under the supervision of the American College 
of Surgeons and approved by it will be shown 
during the Congress. Reduced fares on the rail- 
ways of the United States and Canada have been 
authorized to those holding a convention cer- 
tificate so that the total fare for the round trip 
will be one and one-half the ordinary first-class 
Other outstanding features will 

In addition to the commercial 


one-way fare. 
be the exhibits. 
exhibits the departments of the College will pre- 
sent scientific exhibits. A number of distin- 
guished foreign guests of international reputa- 
tion have signified their intention of attending. 
The chairman of the Boston Committee on Ar- 
rangements is Dr. Frederic J. Cotton. 





STATE NEWS ITEMS 

The Inter-State Post Graduate Medical Asso- 
ciation of North America will give a week of 
post graduate study in Atlanta, October 12th to 
19th. The officers of the Association are as 
follows : 

Presidents of Clinics—Dr. William J. Mayo, 
Rochester, Minn. ; Dr. Charles H. Mayo, Roches- 
ter, Minn. 

President—Dr. Lewellys F. Barker, Balti- 
more, Md. 

President-Elect—Dr. John B. Deaver, Phila- 
delphia, Pa. 

Managing-Director—Dr. 
Freeport, III. 

Executive Secretary and Director of Exhibits 
—Dr. Edwin Henes, Jr., Milwaukee, Wis. 

Treasurer and Director of Foundation Fund— 
Dr. Henry G. Langworthy, Dubuque, Iowa. 

Speaker of the Assembly—Dr. George V. I. 


William B. Peck, 


Brown, Milwaukee, Wis. 
General Chairman, Atlanta Committees 
ion T. Benson, M.D., Medical Arts Bldg. 
There are something over a hundred national 


Mar- 





and international teachers of medicine and surg- 
ery on this program. Dr. George Crile of Cleve- 
land makes up the program and Dr. Crile this 
year has arranged the best program that the 
Inter-State has put out. 
post graduate course given to the doctors abso- 


This is an intensified 


lutely free, except for $5.00 registration fee. The 
only requirements for a doctor to take advan- 
tage of this course is that he be a member, in 
good standing of his County Society, State As- 


sociation and A. M. A. Also this is the first time 





— “ 





STATE NEWS ITEMS 163 


in the history of the Inter-State it has met below 
the Mason-Dixon line, or in the southeast. 

On Friday and Saturday, October 12 and 13, 
the local physicians and surgeons of Atlanta will 
put on two days of clinics to be held at Wesley 
Memorial Hospital, which will be worth attend- 
ing. There will be some thirty men on this 
program. Sunday, October 14th, will be given 
to rest, worship and seeing Stone Mountain Me- 
morial which is worth while seeing, viewing the 
marvelous painting of the battle of Atlanta, etc. 
Promptly at 7:00 o'clock Monday morning, Oc- 
tober 15, the Inter-State Assembly opens and 
continues through Friday night, October 19. On 
Saturday, October 20, at noon the local doctors 
will give an old southern barbecue and Saturday 
afternoon there will be a wonderful football 
game between Georgia Tech and Notre Dame at 
Tech Stadium in Atlanta. 


Dr. John S. McEwan of Orlando is in the 
Orange General Hospital suffering with an ax- 
illary abscess following an infection of his left 
hand a short time ago. He was operated Sep- 
tember 11th and is now resting comfortably. 


Dr. Joseph Halton of Sarasota has gone to 
Norfolk to attend the meeting of the Atlantic 
Coast Line Surgeons. Following this, he will 
go to New York to do several weeks’ postgradu- 
ate work. 

The next meeting of the State Board of Med- 
ical Examiners will be held in Marianna Novem- 
ber 12th and 13th. 

* * x 

Dr. W. C. McConnell has recently been made 
superintendent of the Faith Hospital, St. Peters- 
burg. 

* 

Dr. Hiram Byrd of Tampa announces that he 
is limiting his practice to affections connected 
with the nasal (sphenopalatine) ganglia with 
special attention to hay fever and rhinitis. His 
office is located in the Citrus Exchange Building, 
205 Zack Street. 

x 

Dr. M. M. Moeller of St. Petersburg is spend- 
ing some time in Europe. He expects to return 
about October 15th. 


The Sanford General Hospital was opened to 


the public July 20th. 


Dr. R. L. Sullivay of Pensacola recently re- 
turned from a trip to Chicago. 


The many friends of Dr. R. D. Furnish of 
Jacksonville, who recently suffered from a severe 
attack of typhus fever, will be gratified to know 
that the Doctor has overcome the infection and is 


now convalescing. 


Members of the Pasco-Hernando- Citrus 
County Medical Society recently met at Brooks- 
ville, the guests of Dr. W. S$. Hancock, Jr. Din- 
ner was served at the Tamiami Cafe after which 
the business meeting was held in Dr. Hancock’s 
office. The next monthly meeting will be held 
in Dade City. 


Dr. Jefferson Davis Forster has been spending 
some time in Detroit doing postgraduate work. 
He is expected to return to Daytona Beach on or 
about October 1st. 

SR Hee oR 

Dr. I. A. Black, in charge of the eye, ear, nose 
and throat service of the Government Hospital 
at Lake City, died suddenly July 27th while 
making his daily rounds through the hospital. 
Dr. Black was a native of Alabama and had been 
in government service for many vears. He was 
recognized as one of the outstanding eye, ear, 
nose and throat specialists in the service and was 
highly esteemed by the citizens of Lake City and 
Columbia county. 

LE AE RIT 

The Melbourne Hospital which was opened to 
to the public some seven months ago, recently 
announced that a maternity ward had been added 
to the hospital and that it had been equipped by 
the Pythian Sisters of Melbourne. This insti- 
tution has grown rapidly and is filling a needed 
place in its community. It is managed by 
J. H. Turner, formerly of St. Augustine. 
The staff is as follows: Dr. I. M. Hay, general 
surgeon, Melbourne; Dr. I. K. Hicks, eve, ear, 
nose and throat, Melbourne; Dr. I. F. Bean, 
internal medicine and X-ray, Melbourne ;. Dr. 
W. J. Creel, internal medicine, Eau Gallie; Dr. 
W. S. Hughlett, Dr. W. C. Page, Cocoa, and 
Dr. George W. Wood, Rockledge, internal med- 


icine and consulting staff. 


Hope Haven, an institution for crippled chil- 
dren, operated by the Tuberculosis Association 
of Duval County, recently celebrated its second 
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anniversary. In a statement issued by the Asso- 











ciation headquarters at the St. James Building, For all 
Jacksonville, the purpose of the institution is ailments 
explained as follows: not 
. rr - usually 
“Hope Haven was built by the Tuberculosis treated in 
Association of Duval County, which includes general 
; é - Hey hospitals. 
everyone in Duval County who purchases Christ- | Principally, 
mas seals. Definite groups have individually in- NERVOUS, 
: ; - MENTAL, 
terested themselves constantly to provide com- and 
fort and conveniences for the children. AppICcT 
“Hope H ‘es for white children 1 . aa ee 
ope Haven cares for white children be- wun wtanut perenat 
tween the ages of 2 and 12, who are pre-tuber- 206 N. W. 17th Avenue Phone Miami 9320 
; : niet: MIAMI, FLORIDA 
culous or crippled from tuberculosis of the bone. - : 
The latter disease has been treated with note- 
worthy success at Hope Haven, where all such , : 
cases are under the direction of Dr. F. L. Fort, The Tulane University 
head of the State Orthopedic Service Depart- L SS 
; of Loutstana 
ment. 
. . 
“A clinic is held each Wednesday afternoon to Graduate School of Medicine 
examine children for admission, and also for Approved by the Council on Medical 
“24. ? Bi lat , Education of the A. M. A. 
those children who have been dismissed and are : ; , 
7 esate ‘ : Post-graduate instruction offered in all 
ready for periodical examination. branches of medicine. Courses leading to a 
“Tt is a real joy to watch pale, wan-faced, little higher degree have also been instituted. A 
; ii : bulletin furnishing detailed information may 
children grow rosy and plump with a new be obtained upon application to the Dean, 
Graduate School of Medicine, 1551 Canal 


light of health in their faces after taking the 


‘ ‘ : Street, New Orleans, La. 
treatment for a few weeks. Youngsters who 





come on a stretcher or with bent and twisted 





bodies often go home in a few months with their 
bodies much straighter, and with new hope for 
full recovery, which means so much to them and 
their parents.” eK 4 

Dr. E. J. Melville of St. Petersburg is spend- reek 
ing three months at his Vermont inven at “Mel. MATERNITY 
ville’s Landing” on Lake Champlain. After a SUPPORTS 
month in New York doing postgraduate work, Designed in all 
he will resume his practice in St. Petersburg. types, feature 
He is accompanied by his family and Mr. Frank three distinctive 
Drean who has been associated with him as tech- principles of 





nician and electro-therapist for the past three |) construction. 
years. They expect to return about October 15. Firm abdominal 
* *K * uplift, 
Dr. J. R. Chandler of Daytona Beach was re- Sacro-Iliac 
cently called to South Carolina on account of support, 
the illness of his mother. Flexibility of 
* ok adjustment. 
r. C..M. Mitchell of Sanford is spending his Sold in high-class department stores and 
Dr. C.'M. Mitchell of Sanford is spending I 
emu srentes : ee surgical houses. 
vacation in Georgia. Write for our Manual of models. 
ea ai ; S. H. CAMP and COMPANY 
yr zier of Ocala, recently spe 
Dr. H. C 7 Dozier of Jc ila, recently spent four JACKSON, MICHIGAN. 
weeks in New York (€ Itv where he did post- NEW YORK CITY CHICAGO, ILL. 
330 Fifth Ave. 59 E. Madison St. 


graduate work in surgery with special reference 
; Fisher and Burpe, Ltd., Winnepeg, Manitoba, 


to kidney surgery. Manufacturers for Canada. 


(Continued on page 166) 
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SPECIFY 


EPHEDRINE 


ABBOTT 


for Hay Fever, Asthma and Whooping Cough 


WHILE the majority of physicians 
who have done extensive work with 
Ephedrine in Asthma and Hay Fever 
favor the Hydrochloride, there are 
many who find the Sulphate quite 
satisfactory, so we are now supply- 
ing Ephedrine in both forms. 


Ephedrine Hydrochloride, Abbott, 
is obtainable in 3%- and 34-grain cap- 
sules (plain or pink); in '4-grain and 
Y,-grain tablets; in 3% solution; in 
l-ounce and 16-ounce bottles; also in 


Literature on 
Request 


Abbott 


powder and '4-ounce packages. The 
tablets are put up in tubes of 20 and 
bottles of 100. The capsules are put 
up in bottles of 40 and 500. 

Ephedrine Sulphate, Abbott, is 
supplied in powder, in %4- and 1- 
ounce bottles. 

Prescription druggists, physicians’ 
supply houses and drug jobbers are 
supplied with these and other Abbott 
Council Passed products for your dis- 
pensing and prescribing convenience. 


Purity 
Guaranteed 


LABORATORIES 


NORTH CHICAGO, ILLINOIS 


ST. LOUTS SAN FRANCISCO 


NEW YORK 


. 
SEATTLI 
WATFORD, HERTS, ENGLAND 


LOS ANGELES PFORONTS BOMBAY 
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Dr. G. H. Withers, formerly of Chicago and 
later of Sarasota, has recently moved to Miami 
and announces the opening of offices both in 
Miami and Miami Beach. He will limit his prac- 
tice to pediatrics. 


Dr. V. L. Brown, formerly of West Palm 
Beach, has recently moved to Fort Valley, 


Georgia. 


Dr. Chas. P. Vincent of Sanford has moved to 
Laurens, South Carolina, where he will practice 


in the future. 


Dr. G. C. Tillman and family of Gainesville 
left August Ist for New England where they 
will spend their summer vacation. Dr. Tillman 
expects to attend clinics at New York, Philadel- 
phia and Boston while away. He will return the 
latter part of September. 


Dr. S. B. Strong, formerly superintendent of 
the Marcane Hospital, Marcane, Oriente, Cuba, 
which served as base hospital for the Cuban 
divisions of the Cuban-Dominicala Sugar Cor- 
poration, has resigned his position with that 
company and opened offices at Prado 98, Havana, 
Cuba. 

Se 

The following resolutions were recently 
adopted by the Broward County Medical Society 
concerning the death of Dr. Iver C. J. Wiig: 

“Whereas, on August 4, 1928, the Broward 
County Medical Society lost one of its members 
in the death of Iver C. J. Wiig, and 

“Whereas, Dr. Wiig was a loyal member of 
his profession, conscientious and charitable to 
the poor, and 

“Whereas, his presence will be greatly missed 
by his profession, associates and fellow members 
of this Society ; 

“Be it resolved, That the members of the 
Broward County Medical Society express their 
grief in the loss of Dr. Wiig and sympathy for 
his family. That a copy of these resolutions be 
spread on the minutes of this Society, one sent 
to the bereaved family and one to the Journal of 
the State Medical Association. 

“Signed by the Committee, August 14, 1928. 

Francis S. Sxrrr, M.D., 
Leicu F. Ropinson, M.D.” 


Ms omraNttse 
(Continued on page 168) 





esults— 


Physicians are securing 
satisfactory results from the use 
of this new Milk Modifer, 


which ts more than a mere sugar. 


Horlick’s Milk Modifier 


augments the nutritive value of 
cow’s milk by the addition of 
these valuable elements derived 
from choice barley and wheat: 









Horlick’s 


‘ and ‘Dy 
Milk Modifier 





1. Carbohydrates—amaltose 63%, 
dextrin 19%. 

2. Cereal protein, an effective 
colloid for casein modification. 





Li 3. Mineral elements. 


f Directions and circulars are | 
\ supplied to physicians only j 


SAMPLES PREPAID ON REQUEST TO 


HORLICK — Racine, Wis. 























Brawner’s Sanitarium 


ATLANTA, GEORGIA 


A modern neuropsychiatric hospital with special lab- 
oratory facilities for the study and treatment of early 
cases. Also a department for the treatment of drug 
and alcoholic addictions. 

The Sanitarium is located on the Marietta Electric 
Car Line, ten miles from the center of Atlanta, near 
Smyrna, Ga. The grounds comprise 80 acres. The 
buildings are steam heated, electrically lighted, and 
many rooms have private baths. 


Address communications to Brawner’s Sanitarium, 
Smyrna, Ga., or to the city office, 79 Forrest Ave., 
Atlanta, Ga. 


DR. JAS. N. BRAWNER, Medical Director. 
DR. ALBERT F. BRAWNER, Resident Physician. 
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cA Baby Food that solves 
the hot-weather problem 





As every physician knows the proper feeding of infants during the hot- 
weather period becomes a problem to the mother. The child is more 
sensitive to variations in the composition of milk, and is more affected 
by the continuous changes which frequently occur in home modifications, 
unless exceptional care is taken. 

The use of BabyGain enables these mothers to approach the uniformity 
of breast feeding, and to keep the baby well. The steadily increasing 


demand is the best evidence of this. 


( NET WEIGHT IS Ozs. . 


Moth: 


SPECIALLY 
MODIFIED 
powDERED 


























MILTER LABORATORIES, INC., 
3043 Chestnut Street 


PHILADELPHIA, PENNA. 


Please send me free sample can of Babygain and descriptive literature. 





Doctor 





Address 
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The Orange County Medical Society held its 
monthly meeting at the Orlando Country Club 
on the evening of August 15th. The guests of 
the evening were Dr. Frederick J. Waas, presi- 
dent of the Florida Medical Association, Jack- 
sonville ; Dr. Shaler Richardson, secretary, treas- 
urer of the Florida Medical Association, and 
editor of the Journal, Jacksonville, and Dr. Gerry 
Holden, Jacksonville. Dr. Waas discussed “The 
Functions of the County Medical Society”; Dr. 
Richardson talked on “Phases of Ophthalmology 
Relating to General Practice”; Dr. Holden dis- 
cussed “The Use of Radium.” <A buffet supper 
was served following the scientific program. 

x * x 

Dr. Lucile Johnson of Miami was married on 
July 4th to Mr. H. R. Marsh. Mr. Marsh is a 
graduate of Cumberland University and is prac- 
ticing law in Miami. Dr. Johnson Marsh will 
continue in private practice in Miami. Her office 
is in the Professional Building. 

Dr. Jack Halton of Jacksonville was the guest 
of Doctors Person and Pruit of Atlanta on Sep- 
tember 4th, where he had been invited to dem- 
onstrate at the Rectal Clinic of Emory University 
the treatment of anal and rectal stricture with 
carbon dioxide snow as originated by Dr. Jay 
FE. Clemons of Los Angeles, California. The 
work was done at the Grady Hospital before a 
number of physicians who are interested in the 
application of this comparatively new method of 
treatment. 

x ok x 

A daughter was born to Dr. and Mrs. L. W. 
Holloway of Jacksonville on August 3rd. 

Dr. H. W. Henry of Ocala has recently moved 
to New Smyrna where he will continue his prac- 
tice of medicine, with offices in the State Bank 
Building. 

x ok x 

Dr. R. S. Torbett announces the removal of 
his offices to 618-619 Citizens Bank Building, 
Tampa. Practice limited to internal medicine. 

* *- + 


Dr. Geo. E. W. Hardy, Tampa, Major of 
Medical Corps of 116th Field Artillery, which 
has been in camp at Camp Jackson, Columbia, 
South Carolina, has gone to Baltimore where he 
will review work at Johns Hopkins Hospital. 

(Continued on page 170) 
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As a General Antiseptic 
IN PLACE OF 


TINCTURE OF IODINE 


Try 
MERCUROCHROME—220 SOLUBLE 


(Dibrom-Oxymercuri-Fluorescein) 
2% So.ution 


It stains, it penetrates 
and it furnishes a de- 
posit of the germicidal 
agent in the desired 
field. 


It does not burn, irri- 
tate or injure tissue in 
any way. 


Hynson, Westcott & Dunning 
BALTIMORE, MD. 
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THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 











PRESIDENTS OF CLINICS 
William J. Mayo, M.D., and Charles H. Mayo, M.D. 
Rochester, Minnesota 
Lewellys F. Barker, M.D., President John B. Deaver, M.D., President-Elect 
Baltimore, Maryland Philadelphia, Pennsylvania 
George W. Crile, M.D., Cleveland, Ohio 
Chairman of the Program Committee 


Inter-State Post-Graduate 
Medical Association of North America 


WILL GIVE A WEEK OF 


INTENSIVE POST-GRADUATE STUDY 


At Atlanta, Georgia 


October 12th to 19th, 1928 


All Members of County Societies, State Associations 
and the A. M.A. are cordially invited to attend. 


For Further Information Address 


MARION T. BENSON, M. D., General Chairman 
Medical Arts Building ATLANTA, GEORGIA 














AMBULANCE DIRECTORY 











CAREY HAND MARCUS CONANT COMPANY 
32-36 Pine Street, A. W. RUUS, President 
ORLANDO, FLORIDA JACKSONVILLE, FLORIDA 
Telephone 4381 Telephones: 5-0010 and 5-0011 
J. W. WILHELM FUNERAL HOME MOULTON & KYLE 
145 Eighth Street, North 13 West Union Street 


ST. PETERSBURG, FLORIDA JACKSONVILLE, FLORIDA 


Telephone 8181 Telephone 5-0186 














N E xX T ? 1201 South Olive 


WEST PALM BEACH, FLA. 





FERGUSON UNDERTAKING CO. 

















PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 
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Dr. M. A. Lischkoff of Pensacola recently 
spent two weeks in Waynesville, North Carolina, 
with his family who are summering there. 

x ok x 

Dr. N. M. Marr of St. Petersburg is spending 

his vacation in Pennsylvania. 
x ok x 

Dr. J. D. Love of Jacksonville left August 
12th for a trip embracing Cuba, the Canal Zone, 
California and an overland return through Yel- 
lowstone Park and Colorado. He expects to re- 
turn this month. 

x ok x 

Dr. T. R. Griffin of St. Petersburg has re- 
turned from a three months’ absence spent doing 
postgraduate work in the Crile clinics of Cleve- 
land and New York City. 

Dr. W. G. Post of St. Petersburg is spending 
his vacation in Georgia. 

x ok x 
A daughter was born to Dr. and Mrs, E. W. 
Bitzer of Tampa on June 6, 1928. 
x ok x 
Drs. H. A. Johnson and G. M. Zeagler have 
opened a new ten-bed hospital at Palatka Heights 
to be named the Glendale Hospital. This gives 
Palatka three good hospitals which should amply 
take care of the city’s needs. 
* * x 
Dr. Edward H. Cowell of Bradenton is spend- 
ing his vacation at Lewistown, Pennsylvania. 


Dr. J. M. Anderson of Sears has moved to 
Rooms 9 and 10, Rhodes Arcade, Lake Wales. 


On August 23, Drs. W. M. Rowlett, Tampa, 
and Thomas W. Hutson, Miami, were appointed 
members of the State Board of Medical Exam- 
iners for a period of four years each. 


Dr. Chas. E. Duffin recently resigned from the 
field medical service of the State Board of 
Health, effective September 1st. Dr. Duffin will 
locate in Orlando where he will practice his 
profession. 





WANTED—Location or connection in Florida by Class 
A specialist in eye, ear, nose and throat. Has a 
record of 14 years’ ethical and successful specialized 
practice. Member of the American Academy of Oph- 
thalmology and Oto-Laryngology, etc. Will buy es- 
tablished practice or join a clinic or partner or open 
an office in a new or old field. Will pay for infor- 
mation leading to a desirable opening. 

Address Dr. S. A. Shoemaker, 416 W. Washington St., 
Bluffton, Indiana. 
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(An Antiseptic Liquid) 
id ‘ ‘ ' ' 


“Physician's samples 
sent without cost 
or obligation. 




















THE NONSPI COMPANY Send free NONSPI 
2652 WALNUT STREET ’ és 
KANSAS CITY, MISSOURI samples to: 

pe 




















Trade-Mark Trade-Mark 
Registered Registered 


Binder and Abdominal Supporter 


(Patented) 





For Men, Women and Children 


For Ptosis, Hernia, Pregnancy, Obesity, Relaxed 
Sacro-Iliac Articulations, Floating Kidney, High 
and Low Operations, etc. 


Ask for 36-page Illustrated Folder 
Muil orders filled at Philadelphia 
only—within 24 hours 


KATHERINE L. Storm, M.D. 
Originator, Patentee, Owner and Maker 
1701 Diamond St. PHILADELPHIA 
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